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ABSTRACT 
 
Evaluating a Social Skills Training Protocol  
in a Private Practice Setting: Outcomes and Issues 
 
By 
 
Judi Davis 
 
Dr. Paul Jones, Examination Committee Co-Chair 
Professor of Educational Psychology 
University of Nevada, Las Vegas 
 
Dr. Shannon Smith, Examination Co-Chair 
Associate Professor of Counselor Education 
University of Nevada, Las Vegas 
 
 Society is dealing with a trend of aggressive and destructive behavior among 
children and adolescence. Children with social, emotional, and conduct problems are at 
high risk for academic failure, peer rejection, conduct disorder, school dropout, 
delinquency, and drug and alcohol problems (Webster-Stratton, Reid, & Stoollmiller, 
2008). A high priority for the United States public health and crime prevention is the 
prevention of aggressive and delinquent behavior during childhood and adolescence 
(Taylor, Eddy, & Biglan 1999). 
 Social skills trainings aim to increase the performance of key social behaviors 
that are important for children to succeed in social situations. Solutions may be provided 
with social skills trainings for the increasing trend of aggressive and destructive behavior 
among children and adolescence. Various studies of social skills trainings have shown 
effectiveness in improving children’s levels of social interaction and cognitive problem-
solving (Erwin, 1994), declining aggression and bullying behavior, (DeRosier, 2004), and 
reducing disruptive, off-task behaviors in children with ADHD (DuPaul & Weyandt, 
2006).  
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 The purpose of this study is to evaluate the effectiveness of a particular social 
skills treatment protocol. The study also explores issues related to conducting research in 
real-life settings. Additionally, the challenges in using various rating scales to evaluate 
the program’s effectiveness are explored. 
 Four measures were used in the analysis of the study. The findings indicate that 
one of the four measures, the Program Evaluation Form (PEF) showed statistical 
significance for seven of the eight program modules evaluated. The other three measures, 
the Bar-On Emotional Quotient Inventory: Youth Version (EQ-SF), the Child Feeling 
Scale (CFS), and the Presenting Problem Rating Scale (PPRS), all indicated little or no 
significant change.  
 Conducting research in a real-life setting had various challenges. The small 
sample size proved to be problematic. Consistent data collection from parents was 
difficult to manage, as well as managing data collection from the children within the 
context of the group. Additionally, it was questionable whether the Rapid Assessment 
Instruments (RAI) used were effective in the evaluation of the program. 
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CHAPTER 1 
 
 
 
INTRODUCTION 
 
 It is critical to our society’s future that our children become well-adjusted, 
emotionally and socially competent adults and productive citizens. Parents and society 
alike have a stake in the development of this competence and the processes that facilitate 
it. Unfortunately, a large number of society’s children have to overcome hazards and 
disadvantages to become well adjusted and competent. These disadvantages include 
divorce, single parent births, teenage pregnancy, child abuse, homelessness, drug and 
alcohol abuse, and family violence (Masten & Coatsworth, 1998). 
Society is dealing with a trend of aggressive and destructive behavior in children. 
In the United States, one of the highest priorities for public health and crime prevention is 
the prevention of aggressive and delinquent behavior during childhood and adolescence 
(Taylor, Eddy, & Biglan 1999). Children with social, emotional, and conduct problems 
including aggression, noncompliance and oppositional behavior in elementary school are 
at high risk for academic failure, rejection of peers, conduct disorder, school dropout 
delinquency, and drug and alcohol problems later on. (Webster-Stratton, Reid, & 
Stoolmiller 2008).  
 Social skills trainings may provide some solutions to the problems society is 
facing with many of our children. Social skills trainings aim at increasing the 
performance of key social behaviors important to success in social situations. Several 
research studies focused on creating social and life skills training programs for children 
and adolescents with impaired interpersonal abilities (Taylor et al. 1999; Spence, 2003; 
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Fox & Boulton, 2003; Godfrey & Gascoigne, 2005; DuPaul & Weyandt, 2006; 
Domitrovich, Cortes, & Greenberg, 2007; Ducharme, Folint, & Derosier, 2008; Denham, 
Hatfielt, & Tribe, 2006).  
Normal behavioral development involves a decreasing rate of aggressive behavior 
as children learn skills such as empathy, perspective taking, intention-cue detection, 
problem solving, cooperation and self-control. It is likely that the acceptance into a peer 
group aids in the child’s learning these skills, (Dodge et al., 2003). As a child engages in 
activities that expand their worldview and increases their socialization skills, they gain a 
sense of balance in the exchange of emotional expressions and social competence. The 
child begins to view relationships in a reciprocal manner where the give and take of 
emotions and interactions creates mutual respect (Richburg & Fletcher, 2002).  
A meta-analysis of studies of social skills training effectiveness shows that social 
skills training can improve children’s levels of social interaction and cognitive problem-
solving abilities (Erwin, 1994). Choi and  Kim (2003) found success with a cognitive-
social learning model of social skills training used to teach social skills to pre-
kindergarten children with low peer acceptance. Social skills trainings were effective in 
providing support for teenage girls with emotional difficulties (Tierney & Dowd, 2000). 
DeRosier (2004) found that social skills training proved beneficial in the decline of 
aggression, bullying behavior and fewer antisocial affiliations in aggressive children. 
Additionally, social skills training can be a major component in reducing disruptive, off-
task behaviors in children with ADHD (DuPaul & Weyandt, 2006).  
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Purpose of the Research 
Studies on various aspects social and emotional behaviors report positive results 
from social skills trainings for children. However, more studies focused on specific 
designs of social skills training need to be done. The purpose of this study is to 
investigate the impact of a particular treatment protocol for social skills training and to 
explore issues related to conducting research in real-life settings, particularly the 
challenges in use of various rating scales for evaluation of program effectiveness.  
Scope of the Study 
 
Mayer and Salovey (1993), consider emotional intelligence as a type of social 
intelligence. As a social intelligence, emotional intelligence helps people monitor their 
emotions in social situations as well as being empathetic to and responding appropriately 
to the emotions of others. Monitoring of emotions helps an individual guide their 
thoughts and behaviors in private as well as in social situations.  
Many social skills trainings focus on interpersonal skills and intrapersonal skills, 
with a goal to help participants understand and appropriately express their own emotions. 
Additionally social skills trainings help children to understand and be aware of the 
emotions of others and react appropriately to them. A potentially significant question is 
whether a standard measurement of emotional intelligence will show evidence of the 
effects of social skills training. 
A limited amount of studies have investigated the correlation of social skills 
training and the increase of emotional intelligence in children. Additionally, studies on 
the effectiveness of social skills training included pre and post-measures but did not look 
at the value of a repeated measure single-case methodology. Although many studies show 
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social skills to be beneficial with various emotional and behavioral issues, it is possible 
there are studies on social skills programs that have not reported any benefits and were 
never published. This study will investigate if social skills training not only is beneficial 
in increasing social skills but also shows an increase in emotional intelligence among its 
participants. In addition, the study will examine the effectiveness of the measures used in 
this study and identify the challenges of conducting research in natural settings. 
The efficacy of programs and services in the mental health field is a concern for 
the public, government, and consumers. Clinical treatments and interventions used by 
mental health practitioners need to be the result of empirically sound, evidence-based 
practices (EBP). It is important that research in the counseling field focuses on data that 
supports or disputes the services being implemented. Evidence–based practice has 
increased in recent years, as mental health professionals work to increase the efficacy of 
their interventions (Wester, 2007).  
  Many challenges face the researchers, staff, and organization conducting research 
in real life settings. Problems found with research in a clinical setting included patient 
concerns such as diagnoses, concentration, memory, motivation, drop out, transiency rate 
and sample size. Other concerns included staff members’ motivation and experience with 
research tasks. Additionally, communication between staff members and the flow of 
information created problems for researchers (Oestrich, Audtin, & Tarrier, 2007).  
General Research Questions 
1. Will there be a positive change in the parent’s ratings of their children’s social 
skills on an evaluation completed at the end of a social skills training program in 
comparison to ratings before the program began? 
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2. Does the participation in a social skills training program have a measurable effect 
on the participant’s emotional intelligence? 
3. Will parents of children participating in a social skills training program report 
improvement in their child’s behavior following each group session? 
4. Will an instrument used as a pre and post measure of each child’s feelings during 
each group session show a stabilization or increase in positive feelings over the 
time spent in a social skills training program? 
5.  What challenges, if any, will be evident in data gathering, including parent        
      compliance, with a study conducted in the context of actual service delivery 
      in a real-life setting? 
 Provided in Chapter 2 are the results of a literature review. The review begins 
with an overview of various social skills programs and the effectiveness or lack of 
effectiveness of various programs, as well as discussions about the importance of social 
skills training for children. Additionally the literature review defines emotional 
intelligence and explains the benefits of emotional intelligence. Also included are various 
opinions about the legitimacy of emotional intelligence as a distinct separate intelligence, 
and references related to the importance of and the difficulty with conducting studies 
without the control possible in a lab setting.  
Chapter 3 includes the methods that were used in the study, the hypotheses, and 
rationale for using the single-case methodology, statistics, instrumentation and the 
selection of participants. Chapter 4 discusses the responses of the participants and their 
parents. Chapter 5 includes a discussion of the results of the study as well as implications 
for curriculum for social skills groups. 
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CHAPTER 2 
REVIEW OF LITERATURE 
Conceptual Framework of the Study 
Deficits in social skills are common in children with emotional and behavioral 
problems (Spence, 2003). Social skills trainings have been successful in the prevention of 
behavioral disorders. Children need a repertoire of social skills and interpersonal 
problem-solving strategies to manage their world successfully. Furthermore, social 
competence can influence children’s psychological and academic functioning. The 
present study was designed to evaluate a social skills treatment protocol, to determine if 
social skills training could increase the participants’ emotional intelligence (EI), and to 
explore issues in conducting evaluation research studies in real-life settings. 
EI has been defined as interpersonal skills, intrapersonal skills, and management 
of emotions (Goleman, 1995; Mayer & Salovey, 1997; Richburg & Fletcher, 2002). 
Mayer and Salovey described the communicative and social functions of EI. Specifically, 
thoughts and intentions could be communicated and social encounters could be 
coordinated when EI was used. The concept of EI had four dimensions in Mayer and 
Salovey’s model: emotions were perceived, regulated, understood, and used to facilitate 
thinking.  
Zimmerman (2002) asserted that social skills were part of underlying issues 
connected to personality, emotions, and environment. Consequently, teaching social 
skills apart from the deeper issues of emotions and environment was not effective. Social 
skills training curriculums that incorporated emotional dimensions could teach children to 
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understand and regulate their emotions, have empathy for others, and see others’ 
perspectives.  
Researchers have not agreed on some aspects of EI. For example, one 
disagreement concerned the concept of EI as a distinct intelligence, separate from other 
intelligences (Mayer, Salovey, & Caruso, 2004 & Davies, Stankov, & Roberts, 1998). 
Another disagreement involved the relationship of EI to personality and ability (Mayer et 
al). Mayer et al. argued the relative importance of EI (information about relationships) to 
IQ (unitary general intelligence). Goleman (1995) claimed that EI mattered twice as 
much as IQ. Mayer (2001) concluded that EI, although not more important that IQ, was a 
powerful influence in academic success. According to Mayer (2001), academic 
performance rises when EI rises. Other researchers (Barchard, 2003; Matthews, Roberts, 
& Zeidner, 2004; Waterhouse, 2006) questioned reports that EI influenced social 
relations, academics, and general well-being.  
Davies et al. (1998) questioned whether EI was a unique intelligence and 
psychometrically sound. The authors were concerned about the difficulty of measuring 
and operationalizing EI. Reliable scales such as the MEIS (Mayer, Caruso, & Saolovey, 
1999) and the MSCEIT (Mayer, Salovey, & Caruso, 2002) have been developed to 
measure EI abilities according to Mayer et al. (2004). These scales measure the distinct 
abilities of EI include managing, understanding, perceiving emotions and facilitating 
thought  with emotion (Mayer 2001). 
Social Skills Training 
Many behavioral and emotional disorders in children are related to social skill 
deficits. Social skills training are a major component in the prevention and treatment of 
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these problems, according to Spence et al. (2003). A wide range of social skills and 
interpersonal problem solving skills are necessary for a person to manage their social 
world successfully. Gresham (1997) distinguished between social skills acquisition 
deficits and performance deficits. Acquisition deficits existed if children did not have 
particular skills in their repertoire. Performance deficits existed if children failed to 
demonstrate the skills they possessed. Deficits in performance skills resulted from 
affective factors, cognitive deficits or distortions, and problem behaviors. Many factors 
influence social competence. Although not sufficient alone to bring about lasting 
changes, social skills training is widely accepted as one of the components of various 
methods to treat emotional and behavioral deficits in children (Spence, 2003). 
Social Skills Trainings and ADHD 
DuPaul and Weyandt (2006) investigated the connection between Attention 
Deficit Hyperactive Disorder (ADHD) and social skills deficits. The authors discovered 
that children with ADHD were often set apart from peers because they did not act 
according to the rules acted without thinking, displayed disruptive behavior, had more 
conduct problems, and poor social skills. According to DuPaul and Weyandt, problems 
with impulse control and inattention disrupted the social performance of children with 
ADHD. Social disruptions occurred when children abruptly entered ongoing peer 
activities often did not follow implicit rules of good conversation, and responded 
aggressively to interpersonal problems. 
  DuPaul and Weyandt (2006) discussed the effectiveness of three major treatment 
approaches for students with ADHD, behavioral, academic, and social relationship 
interventions. Optimal behavioral interventions for children with ADHD included 
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components of strategies that were based on antecedent, consequences, and self 
management. The most effective academic interventions included modifications to 
teacher instruction, peer-mediated strategies, and computer-assisted instruction. 
Deficits in social problems for children with ADHD were more difficult to 
eradicate than skills problems because social skills interventions tended to target skill 
deficits rather than performance. These children with had greater difficulty eliminating 
their deficits in social performance than their deficits in social skills. Although skill 
acquisition was successful in a controlled environment with a limited number of 
individuals, social performance problems occurred when children used their new social 
skills outside their training settings. Interventions needed to be identified that could help 
a child successfully transfer newly learned social skills from a controlled environment to 
the child’s natural environment (DuPaul & Weyandt, 2006).    
To foster development and generalization of social skills in children with ADHD, 
the authors proposed that peers without ADHD be involved in all phases of social 
interventions. Results confirmed that children with ADHD in diverse social skills groups 
experienced significantly greater positive behavior change than children in homogenous 
groups. Group members without ADHD helped reinforce the enactment of the 
appropriate targeted behaviors by their ADHD peers (DuPaul & Weyandt, 2006). 
Social Skills Trainings and Conduct Problems 
Taylor et al. (1999) conducted a review of social skills training research that 
focused on reducing conduct problems. Social Skill programs that demonstrated evidence 
of reducing aggressive or antisocial behavior were considered. The authors set three 
standards for studies to be included. The selected studies reported the effects of 
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aggression and antisocial behavior, used a randomized controlled trial, and published the 
results in a peer-reviewed journal. The focus by Taylor et al. was on the typical content of 
interpersonal skills training as well as common teaching strategies. Typical content 
included problem-solving skills such as teaching children to think before they act, anger 
control, assertiveness skills, coping skills, and academic success skills. The children were 
taught to identify a problem, come up with solutions, act on the solutions, and evaluate 
the results. Common teaching strategies included watching role models demonstrate 
appropriate skills, discussing what made a solution effective, and role-plays. The children 
were also encouraged to practice the skills as themselves or with puppets. Token 
reinforcement and praise helped encourage the children to learn and practice their newly 
acquired skills.  
One program evaluated by Taylor et al. (1999) was Dinosaur School (Webster-
Stratton & Hammond, 1997), a social skills training program for preschoolers and 
kindergartners which consisted of 24 weekly 2-hour sessions. The authors found that 
components of Dinosaur School, continued to be effective after a one-year follow-up. 
Components included parent training as well as teaching skills such as problem solving, 
anger management, friendship, academic success, and communication. The parent 
training plus child training demonstrated larger effects on problem behaviors at home 
than parent training alone. The authors stated that further studies were necessary before 
they could clearly conclude that interpersonal skills trainings were effective for 
preschoolers and kindergartners. 
 Taylor et al. (1999) also reviewed interpersonal skills trainings for elementary 
school aged children and found no evidence that limited short-term training programs 
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were effective and no evidence that gains were maintained long-term without added 
interventions. However, results were promising for lengthy sessions (20-25- sessions) of 
interpersonal skills trainings. The authors also stated that interpersonal skills training 
programs offered in the classroom were disappointing in their effects in reducing conduct 
problems. 
Social Skills Trainings and Adolescents 
Taylor et al. (1999) evaluated social skills programs for adolescents and found 
limited support for short-term change with mild social skills problems. The results also 
failed to support the effectiveness of long-term social skills programs in reducing conduct 
problems. The most successful programs provided frequent practice and extensive 
reinforcement of the skills targeted. Programs with extensive reinforcement promoted the 
generalization of social skills to other settings by engaging outside adults and peers in the 
training. According to Taylor et al., (1999) evidence was limited for the value of 
interpersonal skills training.  
A study conducted by Young, Mufson, and  Davies (2006) used a randomized 
trial to compare the efficacy of Interpersonal Psychotherapy-Adolescent Skills Training 
(IPT-AST) and school counseling (SC). School counselors provided both forms of 
training in the school setting to adolescents with elevated depressive symptoms. Young et 
al. (2006) considered IPT-AST an effective treatment for adolescent depression because 
it addressed interpersonal deficits and conflicts by teaching skilled communication and 
promoted positive relationships. 
 The IPT-AST treatment involved two initial individual sessions and a 90-minute 
group session. The group focused on psychoeducation and skill building. The skill-
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building component applied to interpersonal role disputes, role transitions, and 
interpersonal deficits. The psychoeducational component included education about 
depression, defining prevention, and identifying the relationship between feelings and 
interpersonal interactions. In the school, counseling component adolescents received 
individual counseling or group counseling at a frequency determined by the adolescent 
and the counselor. School counseling was not intended to be compared to IPT-AST as an 
equal treatment, but chosen because it approximated the normal occurrence in schools for 
adolescents with mild emotional problems, according to Young  (2006). 
 The study demonstrated that IPT-AST showed greater efficacy compared to 
school counseling for adolescents with depressive symptoms. The same results were true 
at the 3- and 6-month follow up. The large effects sizes in the study were noteworthy 
because it was one of the first prevention studies that included a control group that 
received some counseling (Young, 2006). 
Social Skills Trainings and Bullying 
 
The 1999 tragedy at Columbine High School near Denver, Colorado created an 
increased focus on the effects of bullying among school students. Two senior students 
killed 12 students and one teacher and injured 21 other students. The event provoked 
debate regarding gun control laws, gun violence involving youths, the nature of high 
school cliques, subcultures, and bullying. As a result, schools instituted bully prevention 
programs. Several social skills programs have been developed to help those who are 
engaging in bullying behavior as well as those who become victims.  
Fox and Boulton (2003) evaluated one anti-bullying program, the Social Skills 
Training Programme (SST). Victims of bullying had been associated with several 
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adjustment problems, according to Fox and Boulton. Anxiety, low self-esteem, 
loneliness, poor health status, school absenteeism, and relationship problems throughout 
adulthood were adjustment problems that might result from being bullied. Researchers 
attempted to understand what factors put children at risk for victimization and identify 
successful coping strategies for these victims.  
Fox and Boulton (2003) identified the core problems characteristic of children 
that were victims of bullying. Characteristics included behavioral vulnerability, 
withdrawn and solitary behavior, signs of distress, submissiveness, and provocative 
behavior. Social skills training appeared to be an effective intervention for victims of 
bullying because behaviors associated with victims of bullying fell under the social skills 
umbrella. 
The social skills trainings that were evaluated had been developed for victims of 
bullying. The programs aimed to improve children’s social skills as a means to reduce 
risk for victimization. Children were taught problem-solving skills, relaxation skills, 
positive thinking, modification of non-verbal behavior and, verbal strategies. The SST 
study measured   victimization, social skills problems, number of best-friends, peer 
acceptance, anxiety, depression, global self-worth, and social acceptance.  
The SST study results identified global self-worth as the only measure that 
showed a statistically significant difference. Therefore, high self-esteem was identified as 
one factor that could protect children at risk for peer victimization, according to Fox & 
Boulton (2003). The positive results of the SST study make a case for implementing the 
social skills training interventions on a wider scale, according to Fox & Boulton.  
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Social Skills Trainings and Peer Acceptance 
A child’s academic achievement, school adjustment, and psychological well being 
into adulthood may be related to peer acceptance. Peer acceptance was defined as the 
degree to which a child may be liked or disliked by the members of his or her social 
group (Choi & Kim, 2003). Children with low peer acceptance showed socially 
inappropriate behavior patterns associated with irrelevant patterns of information 
processing. Acceptance by peers emerged during pre-kindergarten years as children 
increased social activities and began to form relationships with peers. The peer group 
regarded well accepted children positively, where as children with low peer acceptance 
tended to be ignored or disliked by their peers. 
 Denham et al. (2006) implemented a study to compare two social skills training 
techniques, interpersonal problem solving (peer mentoring) and coaching (skills training). 
The authors also explored how gender differences affected training effectiveness. 
Participants in the study were students at participating schools selected according their 
risk of social exclusion. Students selected took part in one of the two social skills 
interventions. The interventions covered a 12-week for 30 minutes each week. Control 
groups were not used to make sure no child was denied access to interventions. 
The peer mentoring intervention promoted peer facilitated learning as the students 
played an active part contributing to discussions and co-leading the group discussions. 
The purpose was to improve student’s behavior through small group problem-solving 
exercises. Activities using discussions and role-plays helped the students act 
appropriately in difficult social situation including resisting peer pressure, empathizing 
with another, and communicating their feelings effectively to others. Resources included 
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pictorial and written social problem situation cards and feeling cards (Denham et al., 
2006). 
 In contrast, Erwin (1994) studied skills training group activities that were led 
directly by an adult facilitator. Interventions based on coaching techniques improved 
participants’ social skills. Facilitators taught turn taking, managing emotions, 
communication and cooperation through play-based activities including circle games, 
board games, and role-play. Participants chosen by their schools lacked the identified 
social skills and confidence in social situations.  
The assessments included a combination of pre and post-intervention ratings by 
the students, teachers, and parents (Erwin, 1994). The student’s self-rating scores for 
social skills showed an improvement following both interventions. The teachers also 
reported similar results. Post-intervention qualitative data reinforced quantitative findings 
six months after the interventions. 
The teachers reported the interventions made a positive difference in social skills 
and social inclusion for the students. The students also reported an improved ability to 
control their behavior and solve problems. Parents, however, did not rate their children’s 
social skills as improved significantly after the intervention. The possibility existed that 
there may have been low generalization from school to home, according to Erwin (1994). 
Social Skills and Rejected Children 
A study by Margolin (2007) investigated interventions used by school social 
workers with isolated and rejected adolescent students. The purpose was to identify the 
interventions that were most beneficial with this population of students. Half of the 
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students exhibited aggression problems and the other half of the students experienced 
neglect rejection and/or victimized by their peers.  
Although social skills trainings were the most frequently used interventions by the 
social workers, findings suggested it was not most effective. According to Margolin 
(2007), the interventions found to be most effective with rejected and isolated adolescents 
were providing a mentor, positive reinforcement, and individual counseling. More 
effective interventions than social skills training included linking the student to a school 
job and teacher consultation.  
Burton (2006) evaluated Over to You, a social skills program for secondary 
students at risk of school exclusion. The purpose of the program was to promote 
individual responsibility for behavior and self-change using counseling techniques and 
cognitive behavioral strategies. Over To You was comprised of two stages. Stage one 
encouraged motivation and commitment to change followed by the second stage, putting 
change into action  
 Over to You assisted adolescents in changing their behavior and encouraged self-
reflection, personal motivation and empowerment. The program focused on adolescents 
identifying their personal strengths and weaknesses and working toward personal goals. 
Other skills included the awareness of how thinking affected behavior, recognizing the 
adolescent’s impact of their communication style on others, and conflict resolution 
(Burton, 2006). The results of the Over to You program demonstrated improvement for 
all the participants. Teacher ratings increased by 10-15points. Additionally, half the 
students studied improved in all three of the targets they set for themselves and the other 
half improved in two of their three targets. 
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 According to Burton (2006), positive peer influence increased the effectiveness of 
the Over to You program. The participants discussed the steps they were taking toward 
their goals with the other members of the group. Through the group interaction, the 
adolescents validated each other as their behavior changed and they worked toward their 
goals. 
A yearlong longitudinal study by DeRosier (2004) tested the efficacy of a social 
skills intervention called Social Skills Group Intervention (S.S. GRIN). S.S. GRIN was 
designed to help children learn basic social and cognitive skills to enhance their quality of 
social relationships, confidence in social situations and social behavior. The study 
examined changes in social acceptance and peer social interaction along with self-
perception, self-esteem, social anxiety and depression. Pre-and post-intervention 
assessments measured the direction and magnitude of change with the program. The 
subjects of the study included children in grades three through five who experienced peer 
dislike, bullying or social anxiety. 
 The S.S. Grin treatment had a positive impact on the children’s social-cognitive 
and emotional functioning with enhanced self-esteem, enhanced self-efficacy, a lower 
social anxiety, and greater peer liking. During the same time frame, children in the 
control group displayed greater negative feelings about themselves, pessimism about 
their ability to interact with peers in a positive manner, greater social anxiety, and less 
peer liking, according to DeRosier (2004). 
Additionally, S.S. GRIN proved effective with aggressive children who 
demonstrated lower aggressive and bullying behavior problems compared to those in the 
control group. The treatment group also reported less antisocial affiliations compared to 
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the control group. Results of the study indicated that social skills training may help 
promote acceptance by the broader peer group, helping to prevent negative, antisocial 
affiliations over time (DeRosier, 2004). 
Social Skills Trainings and Keystone Behaviors 
The amount of time needed to effectively train children in social skills can be 
complicated because of the wide rang of skill deficits that have been identified. A study 
by Ducharme et al. (2007) explored increasing the efficiency of social skills group 
treatments by focusing on the strategy of “keystone behaviors” (p. 40). Keystone 
behaviors were considered fundamental skills that could produce widespread 
improvements in the behavior of children.  
Ducharme et al. (2007) targeted the keystone behavior acquiescence, the ability to 
be flexible and give in to the needs and will of others. Acquiescence was considered an 
underpinning for a large proportion of the peer interactions skills taught in most social 
skills training programs. Ducharme hypothesized those interventions that incorporated 
acquiescence as the foundation for the social skills training could produce improvements 
in children that were broad ranging.  
According to Ducharme et al. (2007), an approach to teaching social skills called 
Errorless Acquiescence Training (EAT) combined the errorless approach with the main 
focus of acquiescence training. The errorless component involved scaffolding and 
reinforcement of children’s interactions with peers during training sessions with the 
intent to decrease problem behaviors. Scaffolding involved gradually fading all support 
and prompts from the children’s performance, eventually withdrawing all prompts and 
support. The treatment showed substantial increases in the children’s ability to acquiesce 
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was maintained during post-treatment observations. All children involved in the 
treatment demonstrated reductions in antisocial behaviors during the treatment and after 
the treatment ended. 
Social Skills Trainings and Communication Difficulties 
Children with communication difficulties have problems conducting social 
interactions and holding conversations. Communication problems may have long term 
consequences and lead to poor social and emotional development, peer rejection, and 
reduced opportunities for learning. Long-term issues may include relationship failures, 
lack of success in career development, and poor understanding of the rules of social 
interaction, according to Godfrey, Pring, & Gascoigne (2005). 
Children with language impairment, Autism, behavioral problems, dysfluency and 
voice problems often have language communication problems. Communication 
difficulties may be purely pragmatic difficulties such as poor understanding of 
conversational rules, inability to initiate conversations, turn taking, and responding to 
requests for clarification or be cognitive impairments that affect their conversational 
ability. Additionally, some children have deficient world knowledge or socio-cognitive 
deficiencies such as being unable to recognize the social attributes of a listener or make 
inferences about another person’s actions, intentions and beliefs. Communication 
difficulties can lead to a breakdown in understanding or conveying a message. Children 
with Autism are typically deficient in areas of communication because of affective and 
emotional difficulties, such as socially inept behavior like withdrawal or inappropriate 
overfriendliness (Godfrey et al., 2005). 
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 Godfrey et al. (2005) conducted a study to investigate the effects of therapy on 
conversational skills using a social skills group and combining behaviorist and 
metacognitive approaches. Students participated in randomly assigned treatment and no 
treatment groups consisting of eight weekly sessions. The social skills training taught the 
children to discriminate important features of social behavior and then apply the skills 
they learned in natural situations. The two- part process taught skills such as eye contact 
through role-play. Both interventions used peers as a context and as an ingredient to 
accomplish the goal. Children also had opportunities to interact informally, giving them 
contexts to practice their new skills. The results of the study demonstrated success of the 
social skills training course in improving the children’s language ability. However, both 
the treatment group and control groups demonstrated improvement in conversational 
skills, a general effect of increasing age and exposure to language. 
The results of the study also suggested that the training directly influenced the 
children’s pragmatic skills. Children with social cognitive problems demonstrated 
substantial improvement in their knowledge of conversational rules, however the children 
in the language impairment groups only made modest gains in the same area. Individual 
children received treatment for their particular social skill problems, however treatment 
did not vary for the different groups of children (Godfrey et al., 2005).  
Group therapy allowed the children to receive increased attention at a lower cost 
than individual therapy. The group also provided a context for the children to practice the 
skills they learned and provided an increased awareness of their own communication 
problems. Additionally, the children demonstrated empathy for the communication issues 
of the other children in the group (Godfrey et al., 2005). 
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Social Skills Trainings and FASD 
Llaugeson et al. (2007) conducted a study on a behavior treatment for improving 
the friendships of children with Fetal Alcohol Spectrum Disorder (FASD). Social skills 
training programs have not produced large, long-term, or generalized changes in social 
competence of children with developmental disabilities. According to Llaugeson et al., 
the reason may be the lack of accommodations in social skills trainings for learning 
difficulties and cognitive defects specific to the social, cognitive, and behavioral 
impairments found among children with FASD.  
 According to Llaugeson et al. (2007), the study evaluated Children’s Friendship 
Training (CFT), a social skills intervention shown to be effective for children with autism 
spectrum disorders. A core component of CFT was parental assistance designed to help 
children establish social networks and practice the newly learned social skills outside of 
the group. CFT focused on important parent and child behaviors that delineated accepted 
children from rejected children. Behaviors included social network formation, 
informational exchange with peers, entry into a group of children playing, in-home play 
dates, and conflict avoidance and negotiation. 
 CFT adapted to the unique challenges associated with children with FASD and 
focused on efficient treatment delivery to help the children learn, retain, and apply the 
skills successfully. Skills were broken down into smaller manageable steps and 
information was presented in multiple formats using buzzwords to cue memory. The CFT 
program incorporated a variety of ways to teach the skills and proved effective for 
children with FASD (Llaugeson et al., 2007). 
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Shifts in Social Skills Trainings 
Shifts in social skills training curriculums have occurred, according to 
Zimmerman (2002). The traditional social skills instructional methodology had been 
behavioral and cognitive-behavioral techniques using a didactic approach. Few social 
skills training programs approached a psychodynamic or affective group-process learning 
approach. The arrangement of social skills training with step-wise lesson plans was not 
effective, according to Zimmerman (2002). Step-wise plans were problematic because 
they were based on the following erroneous assumptions: (1) an average child could be 
identified with an average case of a particular disorder; (2) treatment would always 
progress from step A, to B, to C in a systematic progression; (3) children would eagerly 
give up their symptoms or social skills deficits. Problem behaviors were not like 
infections that had a natural course when treated with antibiotics.  
Social-skills trainings had real people making real choices about whether or not 
they were willing or able to make life changes over time. Children and adolescents were 
free agents in terms of whether or not they wanted to learn the skills and whether they 
would perform them. Recent programs moved into teaching social skills with emotional 
dimensions, such as empathy, moral, and self/other perspective taking. The belief was the 
social/interpersonal skills were part of larger, underlying issues in a person’s personality 
functioning. Therefore, maintenance and generalization of social skills training in 
children and adolescents could be increased if the underlying issues in a person’s 
personality functioning was taken into consideration (Zimmerman, 2002). 
According to Spence (2003), reviews of social skills in the literature have drawn a 
range of conclusions related to social skills training effectiveness with children and 
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adolescents. Effective strategies in increasing positive social functioning in the short term 
included behavioral strategies such as modeling, coaching, behavioral rehearsal, role-
play, and feedback and skill usage reinforcement. There were less convincing results with 
interpersonal problem solving, self-instruction, and social perception skills training.  
Meta-analytic studies of social skills training have shown that the impact varies 
according to the type of interventions, measures used, and the length of the follow-up. 
The effectiveness of social skills training also varied depending on the function of the 
presenting problem(s) of the child. Various studies have shown that social skills training 
had a greater positive effect with withdrawn children compared to unpopular children. 
Children with externalizing and internalizing problems showed a moderate benefit while 
intellectually disabled children showed the least benefit. Results also indicated that 
effects of social skills training were higher for children with anxiety compared to 
aggressive children (Spence, 2003). 
Social-skills trainings have demonstrated mixed results for children and 
adolescents with differing types of emotional and behavioral problems, according to 
Zimmerman (2002). For children identified with internalizing problems, social-skills 
training could be one part of a broad intervention package. Social skills programs have 
shown to have a limited positive effect for children with externalizing problems. 
According to Zimmerman, there is limited research on children and adolescents 
diagnosed with Attention Deficit Hyperactive Disorder (ADHD). Therefore, it is difficult 
to make strong conclusions about the efficacy of social-skills training for this group. On 
the other hand, social-skills training for antisocial-aggressive children have reported 
positive effects.  
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Results of studies investigating the effectiveness of social skill trainings have 
been inconsistent, according to Spence (2003). There is now a general acceptance of 
social skills training as a therapeutic component for emotional and behavioral disorders, 
but insufficient as a sole treatment. The major challenge in using social skills training is 
in producing long-lasting changes that transfer from the clinic setting to the real world 
setting. 
Emotional Intelligence 
Social/interpersonal skills are part of larger, underlying issues in emotional and 
personality functioning (Zimmerman, 2002). Therefore, teaching social skills apart from 
the deeper issues may contribute to the difficulty in maintenance and generalization of 
social skills training. EI plays a big part in the generalization and maintenance of social 
skills training in an individual’s life.  
 Since the 1980’s, research in psychology has increased concerning the interaction 
of emotion and cognition. EI began as a topic of study within academia and psychology 
(Lopes, Salovey, Cote, & Beers 2003; Cherniss, Extein, Goleman & Weissbert 2006; 
Schutte, Malouff, Simlunek, McKenley, & Hollander 2002; Waterhouse, 2006; Matthews 
et al., 2004; Mayer et al. 2004) with educators (Austin, Saklofske, & Egan, 2005; 
Maroveli, Petrides, Rieffe, Bakker 2007; Radford, 2003; Barchard, 2003; Sternberg, 
1996), health professionals (Trinidad, Unger, Chou, & Johnson 2004) and others helping 
to increase the interest in the field. EI has become a topic of popular interest in best-
selling books, newspaper articles, and magazines as well as the topic of scientific 
research. 
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 In the early 1990’s, Mayer and Salovey published a series of articles on EI. 
During the same time, Mayer et al. (1999) published the first ability measure of EI and 
the presented an argument for the existence of EI as an actual intelligence. In 1995, 
Goleman, a science journalist, published his best-selling book “EI; why it can matter 
more than IQ”. Questions were raised about whether the existence of EI as a separate 
intelligence could be confirmed. Interest and research on the topic had people defining EI 
and determining if it was a measurable construct.  
EI Defined 
Mayer & Salovey (1997) defined EI as the capacity to reason about emotions and 
the capacity of emotions to enhance thinking. EI was also defined as the ability to 
accurately perceive emotions, to access and generate emotions to assist thought, to 
understand emotions and emotional knowledge, and to reflectively regulate emotions as 
to promote emotional and intellectual growth (Caruso, Mayer, & Salovey, 2002). 
According to Goleman (1995), EI was the ability to motivate oneself while persisting in 
the face of frustrations, controlling impulses, and delayed gratification, In addition, 
Goleman also defined EI as a person’s ability to regulate moods and keep distress from 
hurting the ability to think, empathize, and hope. 
According to Gardner (1993), there were seven key varieties of intelligence. Two 
of the intelligences, interpersonal and intrapersonal intelligence, were associated with EI. 
Interpersonal intelligence was the process of information related to other people. 
Intrapersonal intelligence processed information about the individual self (Gardner & 
Moran, 2006). Gardner stated that “Interpersonal intelligence built on a core capacity to 
notice distinctions among others; in particular, contrasts in their moods, temperaments, 
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motivations, and intentions” (p. 23). “Intrapersonal intelligence was the knowledge of the 
internal aspects of a person: access to one’s own feeling life, one’s range of emotions, the 
capacity to effect discriminations among these emotions and eventually to label them and 
to draw upon them as a means of understanding and guiding one’s own behavior” (p. 24).  
 Mayer et al. (1997) called the class of EI “hot intelligences”. Hot intelligences 
included social, practical, and personal. These intelligences were considered hot because 
they operated on hot cognitions or cognitions that dealt with matters of personal and 
emotional importance to the individual. 
 Richburg and Fletcher (2002) identified five domains of EI. The domains 
included knowing emotions, managing emotions, motivation, recognizing emotions in 
others, and handling relationships. Learning to identify, understand and convey an 
individual’s emotions to others was considered vital to communication and emotional 
control. The ability to handle feelings appropriately was significant in increasing the 
individual’s level of self-awareness. Motivation was the extent to which a person acts 
upon a given idea, thought or goal. Self-motivation was the ability to create positive 
affect to be motivated to achieve personal goals. Empathy was the ability to consider the 
emotions and needs of others. Self-awareness and social competence increased the ability 
of an individual to form and maintain relationships increased. 
Measures of Emotional Intelligence 
A lack of psychometrically appropriate assessment tools for EI existed prior to the 
late 1990’s, contributing to the lack of relevant empirical work on EI. Currently there are 
two distinct measurement approaches for EI. The first approach uses a cognitive view of 
EI and conforms to the ability models. The second approach suggests that EI may be 
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primarily a dispositional construct, therefore, the best assessment is a self-report format 
(Parker, Saklofske, Eastabrook, & Taylor, 2005). 
Among the ability models are the “Multi-Factor EI Scale (MEIS) developed by 
Mayer, Salovey & Caruso (1999) and the Myer-Salovey-Caruso EI Test (MSCEIT), 
(MSCEIT, 2002). Mayer and Salovey (Caruso et al., 2002) designed both assessments to 
measure the four branches of the EI ability model they developed. The four branches 
include perceiving emotions, using emotions to facilitate thoughts, understanding 
emotions, and managing emotions. The MEIS was the first published ability measure to 
assess EI. The measure was developed from an intelligence-testing tradition formulated 
by the emergent scientific understanding of emotions and their functions.  
 Self-report models include BarOn Emotional Quotient Inventory (EQ-i) (Bar-On, 
1997) and the BarOn Emotional Quotient Inventory: Youth Version (EQ-i: YV) (Bar-On 
& Parker, 2000). The EQ-I measures constructs related to EI including intrapersonal and 
interpersonal skills, adaptability, stress management, and general mood. The EQ-i: YV is 
specifically for school-aged youth ages 7-18 and measures the same subscales as the 
adult version. 
 Shuler, (2004) measured the validity of the EQ-i: YV. The study focused on the 
relationship of the EQ-i: YV to cognitive intelligence, parent-report behavior, self-report 
of personality, emotional disturbance, and the contribution of cognitive intelligence and 
personality as predictors of EI. Results of the study showed a significant correlation 
between the full-scale IQ score on the WISC-III (Wechsler, 1991) and the total EQ on the 
EQ-i: YV(BarOn & Parker, 2000). Thirteen of fourteen subtests on the Behavior 
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Asssessment System for Children-Self Report of Personality (BASC-SRP) (Reynolds & 
Kamphaus, 2004) also showed a significant correlation with total EQ. 
The Child Behavior Checklist (Achenbach, 2001) (CBCL) was used to measure 
the parent report of behavior. The Adaptability and Stress Management scales from the 
EQ-I: YV correlated significantly with the CBCL. However, the scales that did not 
correlate significantly with the CBCL were General Mood and the Intrapersonal and 
Interpersonal scales.  
Findings from Shuler’s (2004) study suggested that mood had greater significance 
with regard to self-report than parent appraisal. It was possible the EQ-I: YV measured 
something different than was measured by the parent report of behavior. The EQ-I: YV 
predicted emotional disturbance in children by comparing children with significantly 
elevated scores on self-report personality with those with non-significant scores. The 
study also looked at the contribution of cognitive intelligence and personality as an 
overall predictor of EI. Cognitive intelligence showed no significance to EI. However, 
positive interpersonal relationships and feelings of adequacy with regard to adaptive 
functioning showed a large role in determining EI.  
Disagreement among psychologists has existed regarding whether intelligence is 
one thing or many (Sternberg, 1996). One extreme (Herrnstien & Murray, 1994 & 
Spearman, 1904) reported one general factor of intelligence while the other extreme 
(Guilford, 1981) reported that there may be up to 150 factors of intelligence. In 1983 
Gardner postulated his theory of “Multiple Intelligences”, which included seven specific 
intelligences; musical, bodily-kinesthetic, logical-mathematical, special, interpersonal, 
intrapersonal, and linguistic. 
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According to Mayer et al. (2004), intelligence represented the capacity to think 
abstractly and the general ability to learn and adapt to the environment. The identification 
of different intelligences was specific to the kind of information from which they 
operated. For instance, verbal-propositional intelligence was concerned with vocabulary 
and text and perceptual-organization intelligence focused on concepts such as patterns, 
puzzles and missing parts. The social, practical, and personal classes of intelligence 
included EI. 
EI must meet three criteria to be considered a standard intelligence: “(a) it must be 
operationalized as a mental ability, (b) it must meet correlation criterion that indicate it is 
a unitary ability that represents a new kind of performance relative to earlier measures of 
intelligence and other personality dispositions, and (c) it must exhibit growth with age” 
(Mayer et al. 2004, p. 209). On the basis of the Multifactor EI Scale (MEIS; Mayer, 
Caruso, & Salovey, 1999), and other findings, Mayer et al. (2001) argued EI met the 
three criteria.  
Researchers and philosophers argued whether EI had any value or was the latest 
in a long line of psychological fads (Matthews et al., 2004). Some questioned the concept 
of EI as a separate intelligence and as a predictor for social sensitivity, academic 
achievement, and general well being (Barchard, 2003; Matthews et al., 2004; & 
Waterhouse, 2006). 
Davies et al. (1998) assessed both standard intelligence and personality in three 
studies of EI. The purpose of the studies were  (a) to examine the empirical status of both 
self-report and objective indexes, (b) to determine the relation of EI measures to standard 
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intelligence measures and cognitive ability measures, and (c) to examine the relation 
between sets of EI measures and personality variables.  
The results for studies 1 and 2 (Davies et al. 1998) indicated that all the proposed 
self-report measures of EI were problematic because of poor reliability. The measures 
with satisfactory reliability tended to load on well-known personality factors. It was 
suggested by Davies that tests needed to be developed that measured the construct 
directly rather using self-ratings. Additionally, results from Studies 1 and 3 indicated that 
most objective measures of the emotional perception factor had extremely low 
reliabilities and did not satisfy psychometric standards. Davies et al. (1998) concluded, 
“Little remains of EI that is unique and psychometrically sound” (p.1013). The authors 
stated that emotional perception appeared to constitute ability, but other aspects of EI 
were difficult to measure when defining the correct response to a problem.  
 Zeidner, Matthews, and Roberts (2001) described EI as an “elusive construct” 
(p.1). The authors disputed the concept as pivotal to mainstream, contemporary 
psychology and stated the “scientific investigation of a clearly identified construct of EI 
is sparse” (p. 2). There was a need to address theoretical and scientific issues before EI 
could be considered an interpersonal and intrapersonal intelligence, according to Zeidner. 
To measure EI or develop a target audience would be premature without a scientific 
consensus on the meaning of EI as well as mapping the components and salient features 
of the constructs. Concerned that EI proponents made large claims and with limited data, 
Zeidner et al. doubted that EI would lose its status. The authors also suggested that future 
research should examine the contribution of EI to emotional adaptation given cognitive, 
affective, motivational and biological factors.  
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In her critique of EI theory and research, Waterhouse (2006) disputed several 
claims about EI as a separate intelligence. Waterhouse stated there were conflicting EI 
constructs that lessened the validity of the concept. EI had not been differentiated as a 
separate construct from IQ plus personality. Waterhouse also argued there was no 
evidence that EI determined success and research on brain function proved and EI could 
not be a unitary intelligence. Conversely, Cherniss et al. (2006) discussed a growing body 
of research that clearly demonstrated a difference between EI and personality or IQ-
related measures. Research linked EI to positive work performance and to social, 
emotional, and academic gains for children (Cherniss).  
Benefits of Emotional Intelligence 
 Emotional intelligence has been linked to success in several areas of life including 
self-efficacy (Trinidad et al., 2004), relationships and intimacy (Brackett, Warner, & 
Bosco, 2005), mental health (Schute et al., 2002), social abilities (Lopes, Salovey, Cote, 
& Beers, 2005), occupation (Cherniss et al., 2006), lower levels of violence, (Winters, 
Clift, & Dutton, 2004), and academics (Parker et al., 2005). EI is comprised of four 
interrelated abilities that are a part of processing emotions. The four abilities; perceiving 
emotions, using emotions to facilitate thinking, understanding emotions, and regulating 
emotions, are considered important for social interaction because emotions serve both 
communicative and social functions (Lopes et al., 2005). 
 Emotionally intelligent people understand the influence of emotions on thoughts, 
memories, and behaviors, according to Forgas (2004). Contemporary theories were 
proposed about cognitive information processing and the importance affect played in how 
memory representations were activated and organized, driving thinking, and behavior. An 
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important part of EI involved knowing how emotions influenced function, and how to 
control and manage them (Forgas). According to Taylor (2004), emotionally intelligent 
people were better able to cope with life’s challenges, control their emotions effectively, 
and experienced better mental health. 
Emotional Intelligence and Personality Traits  
Lopes et al. (2003) conducted a study to determine the link between EI and 
personality traits and to identify the contributions of both to the quality of interpersonal 
relationships. The study confirmed that EI had a limited overlap with verbal intelligence 
and personality traits. Furthermore, personality traits and EI predicted self-reports of 
satisfaction in social relationships. Lopes found preliminary evidence for convergent, 
discriminant, and incremental validity that EI related to verbal intelligence and 
personality measures.  
Gannon and Ranzijn (2005) hypothesized that EI could explain the unique 
variance in life satisfaction beyond that predicted by personality, IQ, and control 
variables. The conceptual overlap between EI and personality was substantial, however. 
EI gave some valuable insights to current conceptions of personality. The authors 
concluded that as a general ability, EI did contribute to life satisfaction. Additionally, the 
ability to manage emotions required greater psychological complexity, fulfilling an 
executive function in EI.  
Emotional Intelligence and Alexithymia 
Clinical evidence suggested that some mental disorders might be worsened in 
persons who lacked awareness of their emotions or who had difficulty regulating their 
emotions, which corresponded to low EI (Taylor, 2004). People diagnosed with 
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alexithymia lacked EI and experienced great difficulty in social situations, according to 
Taylor. The term alexithymia referred to difficulty in identifying and describing feelings, 
distinguishing between feelings and bodily sensations of emotional arousal. In addition, 
the diagnosis included a poor fantasy life, inability to feel pleasure, and a literal cognitive 
style that focused on minute details of external events. Unable to identify or understand 
their own feelings, people with alexithymia were unable to read other’s emotions and 
seemed unsympathetic an unable to deal with others who are distressed. 
Emotional Intelligence and Gender 
 A study by Santesso, Schmidt, & Segalowitz (2006) predicted and established that 
boys scored significantly lower than girls on the total emotional quotient (EQ) score and 
significantly lower on the interpersonal scale of the EQ-I: YV. According to the 
normative sample in the EQ-I: YV manual (Bar-On & Parker, 2000), girls showed 
significantly higher scores than boys on the overall EQ scale and the interpersonal and 
intrapersonal scales. Boys, however, showed higher scores on adaptability, with no 
difference between boys and girls on the stress management scale. Girls scored 
significantly higher than boys on the interpersonal and intrapersonal scales of the EQ-I: 
YV.  
Emotional Intelligence and Smoking 
Trinidad et al. (2004) hypothesized that EI may be protective against psychosocial 
risk factors for smoking in adolescents. Trinidad & Johnson conducted a study with 
seventh and eighth grade students looking at the protective factor of EI against smoking. 
EI was inversely related to smoking behaviors according to the study. Confounding 
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variables such as age, gender, and grades were considered in the results. The study did 
not consider the affect that psychosocial factors made. 
  Mayer et al. (1997) conducted a survey to measure the psychosocial risk factors 
for smoking using the Multifactor EI Scale: Adolescent Version (Mayer et al., 1999). 
Results indicated that EI was associated with increased perceptions of the negative social 
consequences that are associated with smoking. The findings supported that EI was 
associated with health-related variables such as smoking risk factors. In addition, results 
of the survey indicated that a person with high EI had an increased perception of the 
negative social consequences of smoking, an increased determination to refuse the offer 
of a cigarette, and higher determination to not smoke in the next year. 
Emotional Intelligence and Domestic Violence 
  A study by Winters et al. (2004) evaluated the correlation between EI and 
domestic violence. The results of the study suggested that abusive men lacked the 
assertiveness and skills to express their needs and used aggression and intimidation to get 
their needs met. Male batterers also were unable to communicate their emotions in the 
context of an intimate relationship and were unable to express their feelings, thoughts, 
and needs in a nondestructive way. 
 According to Winters et al. (2004), not one of the 44 batterers sampled scored in 
the Markedly High or Very High categories for total EQ-i scores. Only 6.8 % scored 
above average with the rest scoring below average or in the Markedly Low category. 
Winters et al. also did a study to determine if the same relationship between propensity 
for abusiveness and EI exists in the general population. Results showed that the sample of 
batterers scored significantly lower on the EQi than the general population. In addition, 
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“low scores on the nine components of EI (Emotional Self-Awareness, Assertiveness, 
Self Regard, Independence, Problem Solving, Reality Testing, Flexibility, Impulse 
Control, and Happiness) seem to be associated with an increased propensity for 
abusiveness in domestically violent men” (p. 262). 
Emotional Intelligence and Self Esteem, Goal Regulation, and Mood 
Maroveli, Petrides, Rieffe, & Bakker (2007) explored the relationships between 
trait EI (“or trait emotional self-efficacy as opposed to cognitive-emotional ability”, p. 
264) and psychological well-being and peer relations. Adolescents who perceived 
themselves as emotionally in touch were able to regulate emotions, reported less 
depression, physical pain, and stress. Additionally, adolescents with high trait EI were 
less vulnerable to psychological disorders than their peers with low trait EI and had better 
coping strategies. (Maroveli et al., 2007). 
Other benefits of EI were goal self-integration, self-esteem, and academic 
success, all of which correlated with social competence (Spence, Oades, and Caputi, 
2004). Spence et al. conducted a study to investigate “whether the self-awareness 
required for goal self-integration resembled the internal awareness inherent in EI” (p.2). 
Most of the trait EI and goal self-integration components correlated significantly, 
although overall global trait EI did not always predict accurately the reasons people gave 
for setting goals. Nonetheless, individuals who scored high on trait EI did show a 
tendency to set autonomous goals and those with low trait EI scorers showed a tendency 
to set controlled goals (Spence et al., 2004).  
Recent studies examined the association between EI, mood, and self-esteem 
(Shutte, Maloutt, Simlunek, McKenley, & Hollander, 2002) and the correlation of EI 
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with positive and negative feelings (Spence et al., 2004). Individuals who reported high 
levels of emotional control experienced a greater positive affect than those who report 
low levels of emotional control (Spence et al.). Additionally, people with higher EI had 
increased positive mood and self-esteem, according to Schutte et al. 
Emotional Intelligence and Academics 
 Measures for EI have indicated there is greater empirical support for the idea that 
EI may be associated with academic achievement, according to Parker et al. (2005). A 
longitudinal study done by Parker, et al., examined the transition from high school to 
university. Resachers found that several EI elements were predictors of academic success 
in full-time undergraduates. The findings revealed that students with higher EI scores 
scored higher (GPA 80% or better) and those scoring lower in EI scored lower 
academically (GPA 59% or lower). The higher group also scored better that the lower 
group on several dimensions of EI including, intrapersonal abilities, adaptability, and 
stress management.  
Academic success in high school students was significantly associated with most 
of the dimensions for EI assessed, according to Parker et al. 2004. A study by Parker et 
al, observed the relationship between the variables of high levels of social and emotional 
competency and their effects on academic success with students in the top 20%, middle 
60% and bottom 20% of the group. The researchers used the Bar-On EQ-i: YV to sample 
667, 14-17 year old high school students. The high academic group of students had 
higher levels of interpersonal, adaptability, and stress management abilities than two 
groups of lower academic students.  
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 In their most recent study, Parker et al. (2005) explored the stability of the EI 
construct during a major life transition, from high school to the university. The study 
sampled 238 young adults, with a mean age of 19, over 32 months. The overall EI level 
increased during the 32-month period. Findings of the study revealed that during 
common life-transition young adults had the capacity to change several EI-related 
abilities in a positive direction, although age also plays a part in the increase. 
The Family Role in Emotional Intelligence Development 
 The family environment has been viewed as the major force in the socialization of 
emotions with peers and teachers, according to Zeidner, Matthews, Roberts, & MacCann 
(2003). Emotionally intelligent parents effectively transmitted their emotional skills to 
their children. Effective child-rearing behaviors were connected with environmental 
factors promoting EI. Factors included a provision of books and learning materials, a 
harmonious family environment, as well as parental temperament. Parents intentionally 
or inadvertently reinforced emotional express or extinguished them through 
reinforcement behaviors. Therefore, parents’ child-rearing styles and practices affected 
the development of emotional skills in the child.   
Variances in emotional functioning are influenced by temperament, acquired 
rule-based skills, and self-aware regulation of emotions, which may be linked 
developmentally, according to Zeidner (2003). Expertise at one level provides the basis 
for learning emotional skills at higher levels. Effective development of advanced skills is 
dependent on low-level skills practiced. Lack of skill investment, on the other hand, may 
limit emotional development or lead to the child acquiring suboptimal higher-level skills 
like aggressive behaviors 
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Modeling, reinforcement and emotional discourse are increasingly important for 
the higher-level components of EI. As a child gets older, the role of the parent lessens in 
emotional discourse while the influence of others, especially peers, teachers, and culture, 
increases. According to Zeidner et al. (2003), current programs for raising EI are 
unsystematic and inadequately supported with evidence, placing the burden of emotional 
support on the parents. 
 Children need to go through the range of emotional experiences early in life, in a 
safe environment. They need to feel anger, fear and experience some distress in the safety 
and security of home. They also need to be encouraged to feel joy, surprise and disgust 
(Radford, (2003). Unfortunately, many children are not given safe and appropriate 
opportunities within their families to learn about and express their emotions. Therefore, 
one of the jobs of the educational system is to help children understand their emotions, 
the emotions of others, and learn to express and deal with emotions appropriately, 
according to Radford (2003).  
Evidence-Based Practice 
The public, government, and consumers are concerned regarding the efficacy of 
services, and programs in the counseling field. This skepticism along with the need for 
effective clinical treatments has driven the need for evidence-based service and the need 
for mental health practitioners to engage in research that focuses on data that support or 
dispute counseling services (Wester, 2007). Evidence-based practice (EBP) uses 
scientific research findings to assess the therapy process and outcome. Testing whether 
an intervention meets client needs may help to change the public’s perception of 
psychotherapy as ineffective (Morkides, 2009).  
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It is not only necessary for counselors to use interventions and programs with 
empirically based results, integrity and the adherence to defined professional rules and 
regulations for research is important. It is important to examine research in counseling for 
its integrity just as it is in other science, according to Wester (2007). Research in 
counseling typically deals with children and/or adults undergoing emotional or mental 
distress, experiencing trauma, going through a crisis, or have a severe mental health 
disorder. Therefore, issues in counseling research may arise from a conflict of interest 
between the client care and research outcome, dual relationships, or the release of 
confidential information. It is necessary that professional counselors and counselor 
educators promote research ethics and integrity by training students and current 
professionals to use ethical practices in conducting research. 
A growing emphasis on evidence-based practice is not limited to mental health 
settings.  School counseling is an area of where the need for interventions with empirical 
based results has become very important. Recent demands for school counselors include 
the movement to standards-based education and increased accountability. In the past, 
school counselors have been mostly absent from educational reform literature, which 
underutilized counselors in the reform efforts. Counselors are realizing their ability to 
serve as advocates for student achievement and becoming leaders in closing achievement 
gaps (Carey, Dimmitt, & Carey, 2006). 
It is important that school counselors work with planned, comprehensive, 
intentional programs utilizing effective interventions that are empirically supported are 
important in school counseling (Carey et al., 2006). The Center for School Counseling 
Outcome Research (CSCOR) leads and promotes quality school counseling research, 
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giving school counselors access to relevant research. CSCOR sponsors activities of the 
National Panel for School Counseling Evidence-Based Practice, conducting major 
research studies that disseminate outcome measures to school counselors. The current 
educational context requires intentional and planned school counseling programs that are 
comprehensive and use effective interventions and practices.  
The advent of the No Child Left Behind Act (NCLB, 2001) requires all school 
personnel to demonstrate their work is helping their school meet mandates of the 
legislation. School counselors need to demonstrate that they are essential in creating 
learning environments that support success for all students academically, socially and 
emotional, and in the workplace. According to Carey, Dimmitt, Lapan, and Whiston 
(2008), it is crucial to the school counseling profession to identify school counseling 
practices that are supported by research. Accurate information is necessary regarding the 
outcomes of interventions and the selection of interventions that show the most impact. 
School counseling needs to operate from a strong research foundation to establish its 
credibility. School counselors also need training in the decision making of data and data-
based programs to decide which interventions influence key student outcomes and 
evaluate programs and interventions that meet accountability requirements (Carey et al., 
2006). 
Adequate school counseling practices need to stem from many forms of research. 
These studies include experimental and quasi-experimental research designs that evaluate 
the approaches and interventions with the most positive results. Experimental and quasi-
experimental studies tend to be difficult to implement in the school setting. Many 
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different methodologies can evaluate the effectiveness of interventions (Carey et al., 
2006). 
Additionally, strong evidence-based practices need to be implemented for 
counseling and psychotherapy to survive in the public sector, according to Cooper 
(2011). Empirical research in this area is difficult given the process of counseling and 
psychotherapy. According to Cooper & Mick, qualitative research fits with the process, 
whereas quantitative, number-based research is limited because reduces the complexity 
of human experiences into de-individualized and de-contextualized averages. 
Randomized controlled trials (RTC) are considered the gold standard of EBPs 
because of the unbiased manner these studies are conducted. According to Cooper 
(2011), RTCs are the epitome of de-individualizing and de-contextualizing because of the 
experimental controls involved. A huge chasm exists between the kind of research most 
counselors and psychotherapist are aligned to and the kind of research that influences 
policy. 
Thomason (2010) states that the trend toward EBP practices and empirically 
supported treatments will likely affect the practice of counseling and psychotherapy in 
the future. This movement is controversial, because some feel the emphasis on 
empirically supported treatments moves psychotherapy into a medical model. However, 
as third-party payers require more accountability, mental health practitioners will have to 
prove their treatments are effective to get reimbursement for services.  
According to Cummings (2006), the only treatments reimbursed by third-party 
payers will be empirically supported treatments. Funding from many local, state, and 
federal agencies, managed care, and insurance agencies are starting to restrict 
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reimbursement for empirically supported treatments as they move toward pay-for 
performance reimbursement and the use of quality performance measures. Therefore, it is 
important for a psychotherapist to be familiar with literature on evidence-based treatment 
and empirically supported treatments. According to Thomason (2010), psychotherapists 
cannot afford to be complacent given the trends because of economic conditions toward 
the need for required research practices. Given the move towards more EBPs, problems 
are surfacing regarding programs established because of EBPs. 
Integrity of Research for Evidence-Based Practice 
 Although government agencies and insurance providers tout EBPs as the 
preferred modality, concerns exist about the implemented of these programs. Mental 
health practitioners fear that only approved programs will be allowed when these 
programs are not necessarily the most effective. According to Carroll (2009), the 
demands of an EBP studies are different from what goes on in everyday practices in the 
field and generalizations should be made with great caution. These studies may be 
promoting the financial and political needs of EBP advocates at the expense of others.  
 Other concerns about EBPs include responses by clients to client satisfaction 
surveys, whether they are a true barometer of the improvement created by appropriate 
interventions, or just a response to the strength or lack of strength of the client-counselor 
relationship. Additionally, therapists can say a treatment plan helped a client, but it may 
be unclear if it was the client or the therapist that caused the change. Many counselors 
resist using EBPs because they do not like research or have not had adequate research 
training in school and therefore do not use it correctly. Some counselors stay away from 
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research because they worry that outcome research will show that their practices are not 
effective (Morkides, 2009).  
 Davis et al. (2008) suggest that there is a significant amount of misconduct in 
research in the social and behavioral sciences. Ethical issues such as data management, 
collection and analysis, publication and authorship and reporting results may be 
questionable. Examples include sloppy or careless research, statistical errors, inaccurate 
references, and allocation of authorship. Questionable research practices (QRP) are also a 
problem with evidence-based practice. According to Davis et al. (2008), 2% to 24% of 
counseling professionals self reported that they engaged in QRPs. Of the 24% of 
counseling professionals engaging in QRPS, the lowest number was in the counseling 
practitioners with 5%-9%. Doctoral students reported the next highest use of QRPs with 
3.5%-28.5%, and counselor educators reported the highest usage at 0%-30%, 
Ecological Validity of Research for Evidence-Based Practice  
 Ecological validity refers to the distinction often made between research into the 
effectiveness of a treatment under ideal conditions and research into the effectiveness of a 
treatment within usual clinical practice. Researchers who attempt to do studies in real 
world settings face many challenges with clients, staff, and organization. Oestrich et al. 
(2007) described the research challenges faced with patients, staff, and organizations 
when conducting research within everyday clinical settings. Challenges identified with 
patients included the various diagnoses of patients participating and problems with their 
concentration, memory, and motivation. Patients often needed help filling out 
questionnaires, taking up valuable staff time. Additionally, 25% of the patients failed to 
complete the treatment or follow-up assessments and extra patients had to be recruited to 
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replace those that dropped out. Therefore, extra time and resources had to be allocated to 
meet the goals of the research. Furthermore, nearly 15% of patients relapsed during either 
the control, intervention, or follow-up period, resulting in the average treatment time 
extending from the anticipated 5 months to just over 6 months.  
 According to Oestrich et al., (2007), the role of staff is especially important for 
research carried out in everyday clinical settings. Staff members participating in research 
need to have the knowledge, skills to complete the research tasks. Often staff members 
have no experience in carrying out research tasks and may have little motivation to do so. 
Organizationally, problems occurred when staff groups worked different shifts and the 
amount of patient and staff contact varied greatly, impacting the flow of information 
about the patients among staff groups. Additionally, the composition of the ward was also 
constantly changing because of the regular admission and discharge of patients, who 
presented with a range of symptoms and treatment needs. Efficient communication 
among all staff groups was lacking and the changing nature of the ward caused factors 
that could disrupt or threaten the integrity of the study. 
 Mulcahy. Krezmien, Leone, Houchind, & Baltodann (2009), identified difficulties 
in real life studies in juvenile correction settings. Difficulties included problems with 
collaboration among state-level, faculty administrators, staff, and researchers. Many 
times the research staff needed to assume additional responsibilities that were not 
anticipated reducing their ability to complete their research responsibilities. Often there 
were not enough research participants because of transiency of the population and 
unanticipated releases. Accessing and maintaining a safe and adequate instructional 
setting in the prison environment was concerning and the unique characteristics and 
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backgrounds of the incarcerated youth made it difficult to have the appropriate 
instrumentation of materials. 
 Jobes, Bryan, and Neal-Walden (2009) discussed the limitations and obstacles in a 
study designed to focus on suicidal behaviors in a clinical setting. The community mental 
health system had considerable obstacles and systemic barriers that are easily 
circumvented or do not exist in a research setting. Availability of personnel, financial 
resources, and the organizational mission, all created difficulties. Additionally, rapid 
turnover of community mental health staff and extensive caseloads make a rigorous study 
difficult to integrate within busy schedules.  
  Little spare time was available for administering assessment tools or conducting 
clinical research, given the intense clinical setting of a psychiatric unit with individuals 
that were at high risk for suicide, exceptionally sick, and unstable. Often clinicians 
viewed researchers with a distinct wariness, perceiving their research agenda as 
fundamentally different than their clinical agenda. On the other hand, many researchers 
neither respected the clinicians’ opinions or valued clinicians’ first-hand experiences and 
observations that were drawn from clinical encounters, not empirical datasets.  
 The clean, clear work of research in a lab, does not translate into difficult to control 
trenches of the front line in real life mental health care. Effectiveness research is a critical 
mechanism in identifying and overcoming the barriers in real life clinical settings for 
implementing evidence-based treatments for suicidal patients across settings, to ensure 
the dissemination of the best treatments available (Jobes et al., 2009). 
Rapid Assessment Inventories in Research for Evidence-Based Practice 
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One form of measure used often in EBPs are Rapid Assessment Instruments 
(RAIs). Rapid Assessment Instruments are short, easy to administer, self-report measures 
filled out by the client. They are convenient and designed specifically to the behavior 
being measured, but have their advantages and disadvantages. 
According to Fischer and Corcoran (2007), advantages of RAIs include 
efficiency, accessibility, disclosure, comparability, and neutrality. RAIs are efficient 
because they are easy to administer without extensive training and do not require a lot of 
time to score. RAIs are accessible because of the potential to provide information to the 
clinician about certain client behaviors that are only observable through self-reports. 
Clients may disclose sensitive information with RAIs that may be hard for them to 
discuss. Over time, it is possible to compare RAI scores to identify changes in a client’s 
behavior or attitudes. Additionally, RAIs can be theoretically neutral, not requiring the 
clinician to adhere to a particular theory to use them. According to Laing (2001), RAIs 
are less expensive, reveal only the information the researcher wants to know, are 
informal, and convenient.  
 Disadvantages of RAIs include psychometric concerns, practical utility, and the 
work environment of the clinician. Reliability and validity of RAIs tend to be estimates 
from a particular group, may not be valid for other groups, and have limited reliability 
because they are typically very short. The overall reliability of an RAI rests on the fact 
that it is repeated over time rather than resting on a single use. RAIs can create a reactive 
effect in the client by sensitizing them toward the content, promoting distorted responses 
by the client. Additionally, RAIs may not be specific enough to measure the nuances of a 
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particular problem and may be too general to tap into subtleties of the problem (Fischer 
& Corcoran, 2007). 
 According to Laing (2001), self-reports can be unreliable, inaccurate, deceptive, 
and untrustworthy. Springer, Abell, and Nugent (2002), state that RAIs can have potential 
biases, are subjective, and rife with undetected error. RAIs make it easy for the researcher 
to be less objective and see what they want to see. 
 Other disadvantages of RAIs include the overuse and absolute reliance on what 
the score means. Additionally RAIs are new to literature and the appropriate instrument 
may not be available, thus have to be developed. Limitations also may exist because of 
the client’s lack of ability to assess or their awareness of the problem. Agency issues may 
also pose a disadvantage when there is opposition by colleagues or supervisors to the use 
of RAIs or time constraints become a problem. 
 Springer et al. (2002), state that researchers need to keep in mind that validity is 
not established with isolated measurements and researchers need to look at the composite 
of complementary evidence. It is important to integrate the various pieces of data and 
interpret how the data work together before deciding to accept or reject an RAI form. 
Because of the potential complexity of RAIs, results need to be interpreted very carefully. 
Summary 
In summary, researchers have expressed differing opinions regarding EI as a 
valid, measurable construct. However, research has shown that emotions influence self-
efficacy, academics, relationships, mental health, social abilities, and occupation. While 
some people possess varying kinds of talent and abilities, often times the most talented 
are not always the most successful, happy, or wealthy. To conclude that EI plays a key 
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role in determining life success may be premature, however a significant relationship 
may exist. The arts, literature and games are engaging ways to encourage children to 
understand and appropriately express in their feelings. In the arts and literature, emotions 
are symbolic and hypothetical; emotions can be engaged in with little danger or risk. In 
games and general social activities, emotional experiences are part of the play. A gentle 
level of pleasure and pain is needed to encourage an appropriate emotional response in 
given contexts. Encouraging children to behave in an appropriate manner helps them 
manage their emotions. 
A repertoire of social skills and strategies to solve interpersonal problems is 
needed by children to manage their world successfully. Deficits in social skills are related 
to many behavioral and emotional disorders in children. Successful treatment of child 
emotional and behavioral deficits have been credited in part to social skills trainings 
(Spence, 2003). Social skills training have been found effective for children and 
adolescents with ADHD (DuPaul and Weyadt, 2006), conduct problems, (Taylor et al. 
1999), and victims of bullying (Fox & Bouton, 2003). When a child is accepted by their 
peers they tend to be more successful in academics school adjustment, and psychological 
well being (Choi & Kim, 2003). Social skills trainings made a positive difference for 
children that were isolated and rejected by peers (Margolin, 2007), and helped increased 
social inclusion (Erwin, 1994). Additionally, social skills treatments had a positive 
impact on children’s social and emotional functions increasing, self esteem, lowering 
anxiety (DeRosier, 2004) and communication skills (Godfrey et al., 2005). 
 Social skills trainings have recently shifted from cognitive-behavioral techniques 
using a didactic approach to programs teaching the emotional dimensions of social skills. 
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Emotional dimensions such as empathy, morals, and self/other perspective taking are 
considered as well as the underlying dimensions of a child’s personality. The overall 
impact of social skills training varies according to the type of interventions, measures 
used, and length of treatment (Spence, 2003). 
 Recent concerns about the efficacy of counseling services by consumers, 
government, and the public have driven the need for evidence-based practices. Mental 
health practitioners are realizing the need to engage in research focusing on data that 
supports or disputes their services. Mental health professionals need to use interventions 
and programs that are empirically sound and adhere to defined professional and 
regulations for research (Wester, 2007). The move toward EBP is likely to affect the 
future of counseling and psychotherapy with insurance companies restricting payment to 
approved programs (Cummings, 2006).  
Challenges face researchers attempting studies in real world settings. Ethical 
issues such as data management, collection and analysis, publication, authorship, and 
reporting results may be questionable (Davis et al., 2008). Additionally, a variety of 
unexpected or uncontrollable issues with patients, sample size, staff, communication 
between staff and researchers, and organizational issues may arise (Oestrich et al., 2007). 
Research in a lab can not duplicate the effectiveness of research in a real life setting. 
Therefore, it is crucial that effectiveness research is done to help overcome the barriers to 
EPBs in real life settings (Jobes et al. 2009). 
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CHAPTER 3 
INTRODUCTION 
Social skills trainings may provide some solutions to the problems society is now 
facing with the trend of aggressive and destructive behavior in children (Derosier, 2004). 
Solutions these trainings may offer include increased peer acceptance and self esteem 
(Choi & Kim, 2003), higher academic success, support for emotional difficulties, 
cognitive problem-solving abilities, and positive social interactions. 
  Emotional intelligence has been linked to success in areas of life such as self 
efficacy (Trinidad et al., 2004), relationships and intimacy (Bracket et al., 2005), mental 
health (Schutte et al., 2002), social abilities (Lopes et al., 2005), occupations (Cherniss et 
al., 2006), lower levels of violence (Winters et al. 2004), and academics (Parker et al., 
2004). Although the vast majority of literature on social skills training focuses on 
behavior skill trainings, some social skills training curriculums such as those studied by 
Erwin (1994) and DeRosier (2004), are moving in the direction of teaching emotional 
dimensions as well as social behavioral skills. According to Spence (2003), there is 
considerable evidence that social skill deficits are a very large part of both emotional and 
behavioral problems. 
The Need for More Research in Counseling 
The public, government, and consumers are concerned regarding the efficacy of 
services and programs in the counseling field. Identifying effective clinical treatments 
that are empirically sound has driven the need for evidence-based practices (EBP). 
Therefore, mental health practitioners need to engage in research that focuses on data that 
support or dispute counseling services (Wester, 2007). Scientific research findings are 
 51 
used in EBP to assess the therapy process and outcome. Evidence–based practice has 
increased in recent years, as mental health professionals work to increase the efficacy of 
their interventions.  
 Although EBPs are the preferred modality of intervention with government 
agencies and insurance, concerns exist about the implemented of these programs. The 
fear exists among mental health practitioners that only approved, not necessarily the most 
effective, programs will be allowed. Other concerns include the validity of clients’ in 
self-report and satisfaction surveys and the true nature of their value of in deciding 
appropriate interventions. Additionally, the validity of a therapist’s report of client 
improvement related to an intervention may be suspect. According to Davis et al. (2008), 
ethical issues such as data management, collection and analysis, publication, authorship, 
and reporting results may be questionable 
 Researchers attempting studies in real world settings face many challenges with 
clients, staff, and organization. According to Oestrich et al. (2007), problems found with 
research in a clinical setting included concerns with patients’ diagnoses, concentration, 
memory, and motivation. Participant drop-out, transiency, and follow through with 
treatment was problematic. The lack of staff members’ experience in carrying out 
research tasks and staff motivation created difficulties. Problems were created in the flow 
of information between staff members because of different staff schedules.  
 Mulcahy et al. (2009) identified various difficulties with research in juvenile 
correction settings. One difficulty was the lack of collaboration among administrators, 
faculty, staff, and researchers. Maintaining an appropriate sample size was problematic 
because of the transiency of the population and unanticipated releases. Creating a safe 
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and adequate instructional setting in the prison environment was concerning. 
Additionally, there was a lack of appropriate instrumentation and materials. According to 
Jobes et al. (2009), obstacles to research in the community mental health system included 
the availability of personnel, financial resources, and the organizational mission. 
Additionally, rapid turnover of community mental health staff and extensive caseloads 
make a rigorous study difficult to integrate within busy schedules.  
 Given that social and emotional skills training may be very important for success 
in various areas in life, it is important to identify social skills programs that not only 
focus on increasing appropriate social behavior in children, but also focus on developing 
emotional intelligence in children. Social skills curricula that promote both positive social 
behavior change and enhance a child’s emotional intelligence may not only increase 
one’s peer acceptance and sense of self worth, but also increase the sense of overall well-
being. The purpose of this study is to evaluate the impact of a particular treatment 
protocol for social skills training, identify any change in emotional intelligence over the 
course of the social skills training, evaluate the efficacy of the measurements used in the 
study, and examine and report issues that arise in conducting a program evaluation study 
in a real-life setting.  
 The present study evaluated Camp Makebelieve (CMB), a social skills program 
developed by Pamela M. Goldberg, a Marriage and Family Therapist in Las Vegas 
Nevada for children ages 6-13. CMB is an eight-month program divided into eight steps: 
peer connections, identifying feelings, boundaries, empathy, mood management, 
manipulation, self-regulation, and motivation. During the CMB program, thirty-two 
separate lessons were presented using workbooks, exercises, songs, guided imagery and 
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art activities to help the children practice what they learned and provided them with the 
tools necessary to transfer the skills to their everyday life. 
 The CMB program addresses various aspects of social and emotional learning 
focusing on key social and emotional competencies. Social competencies addressed in the 
program include forming and maintaining peer connections, understanding physical 
boundaries, recognizing one’s own manipulative behavior as well as defending against 
other’s manipulative behaviors such as bullying, and asserting themselves appropriately. 
Emotional competencies addressed in the program include identifying one’s feelings, 
expressing and managing feelings and moods, modifying thoughts and feelings according 
to given situations, and understanding and empathizing with others’ feelings. All of the 
emotional competencies taught in CMB lined up with those assessed in EQ-SF used in 
this study.  
Research Questions 
 Four of the general research questions described in Chapter One were 
operationalized as the following specific research questions and hypotheses for this study.  
The fifth general research question, focused on reporting challenges in conducting 
program efficacy studies in real-life settings, will be addressed in narratives in Chapters 
Four and Five. 
1.  Will there be a positive change in the parent’s ratings of their children from the   
      pre-Program Evaluation Form to the post-Program Evaluation Form? 
2.   Does the participation in the CMB program have a measurable effect on the   
      participant’s emotional intelligence as measured by the EQ-SF? 
3.   Will parents of children participating in CMB report improvement in their child’s  
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      behavior following each group session using the Presenting Problem Rating  
      Scale? 
4.   Will the Children’s Feeling Scales used as a pre and post measure of each child’s  
      feelings during each group session show a stabilization or increase in positive    
      feelings over the time spent in CMB? 
Research Hypotheses 
1. There will be no statistically significant differences in the pre and post 
parent rating scores on the “Child’s Current Level of Social and Emotional 
Competence.” 
2. There will be no statistically significant difference in pre and posttest 
scores on a measure of emotional intelligence during the period when 
children are participating in the Camp Makebelieve social skills training 
program 
3. There will be no statistically significant reduction in problem behaviors as 
reported weekly by parents while their children are participating in the 
Camp Makebelieve social skills training program. 
4.  Only random variation will be evident in the children's feeling scale scores  
     reported at the beginning and close of each Camp Makebelieve social skills  
     training session. 
Participants 
 The participants included 11 children, ages 6-13 who participated in two on-going 
emotional and social skills groups at the office of a Marriage and Family Therapist in Las 
Vegas, Nevada. Parents, teachers, and mental health professionals referred the children to 
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the group because of various social skills deficits that were creating difficulties in peer 
relationships, family relationships, and academic performance. Deficits included inability 
to get along with other children, aggression, low impulse control, shyness, and low self-
esteem.  
The groups consisted of 3-8 participants per group, with the number of 
participants varying each week. Groups were set up according to age, with younger 
children together and older children together. There were a combination of boys and girls 
in each group. The groups met once a week for 1-1/2 hours for the older children and one 
hour for the younger children.  
 Participation in this study was voluntary and confidential. The treatment of the 
children participating in the study was no different than for those who chose not to 
participate. Participants could discontinue participating in the study at any time. 
Procedures to maintain confidentiality included reporting group data as a whole and 
numbers replaced the names of the participants during the data-gathering phase to 
guarantee the anonymity of the participants. The results of this study were available for 
parents or guardians. Due to confidentiality, there is no identification of a particular 
participant’s results. 
Instrumentation 
Four measures were used in this study. The measures were as follows; 1) the scale 
used by CMB to obtain parent ratings of program effectiveness, 2) a standardized scale of 
emotional intelligence, 3) a brief rating scale that parents were asked to complete each 
week, and 4) a feelings scale completed by the child before and after each session. 
 56 
A general program evaluation instrument was the parent evaluation entitled 
“Child’s Current Level of Social-Emotional Competence”, developed by the CMB 
founder. The questionnaire has been used for several years as standard procedure in the 
program, serving both as a tool for evaluating individual components of the program and 
as a general client satisfaction scale. This questionnaire was previously used as the basis 
for a CMB program evaluation with 64 clients between 2006 and 2009 (Jones, Nash, & 
Nathan, 2009). This assessment will be referred in this study as the Program Evaluation 
Form (PEF). The parent evaluation form consisted of a 93-item measure, using a 5-point 
Likert style format in which the respondents were asked to rate their children according 
to skills that relate to the eight modules in the CMB program, peer connections, 
identifying feelings, empathy, mood management, boundaries, manipulation, self-
regulation, and motivation.  
The BarOn Emotional Quotient Inventory Youth Version (S) (Bar-On & Parker, 
2000) (EQ-SF) is a 30-question self-report instrument designed to measure the emotional 
intelligence of young children from ages 7-18. The EQ-SF is based on the scales of the 
Bar-On model of emotional and social intelligence (Bar-On, 1997). The scales include 
Intrapersonal Scale, Interpersonal Scale, Stress Management Scale, Adaptability Scale, 
General Mood Scale, Total EQ Scale, and Positive Impression Scale. 
Psychometric properties of the EQ-SF were normed on a sample of 9172 children 
and adolescents. The participant sample attended different elementary, junior high and 
high schools across the United States and Canada. Males and females and a variety of 
cultural and racial groups were included in the sample, (Bar-ON & Parker, 2000). 
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Moderate reliability was found with this measures indicated by internal 
coefficients ranging from 0.65 to 0.90. Test-retest reliability was also found to be 
moderate with coefficients ranging from .77 to .89. Construct validity was determined by 
comparing the EQ-i: YV (2000) with another measure emotional intelligence, the BarOn 
EQ-i (BarOn, 1997), the NEO-Five Factor Inventory (NEO-FFI; Costa & McCrae, 1992), 
the Children’s Depression Inventory (CDI; Kovacs, 1992), the Conners-Wells Adolescent 
Self-Report scale (CASS; Conners, 1997), and the Conners Parent Rating Scale-Revised 
(CPRS-R: S; Conners, 1997), (Bar-ON & Parker, 2000). 
According to BarOn & Parker (2000), the highest correlations were found 
between the EQ-SF General Mood scale and the various measures on the CDI ranging 
from .31 to .59. Moderate (negative) associations were found between the Intrapersonal 
scale of the EQ-SF and the emotional problems scale of the CASS: Long ranging from 
.01 to -.36. Additionally there was a moderate (negative) association between the 
Adaptability scale and CASS; Long’s Cognitive Problems scale, with scores ranging 
from -.14 to -.55. There was also a very high (negative) association between the EQ-SF 
Stress Management scale and the Anger Control scale. 
The Presenting Problem Rating Scale (PPRS) is one of two Rapid Assessment 
Instruments developed by the student researcher for use in this study. The PPRS is a 7-
point Likert-style scale completed by the parents to rate the improvement or lack of 
improvement in their child’s presenting behavior after each session of CMB. The other 
Rapid Assessment Instrument used in this study was the Children’s Feeling Scale (CFS). 
The CFS asked the children to rate their feelings on a five-point Likert scale from 1(sad) 
to 5 (really happy) at the beginning of each CMB session and then at the end. The 
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children also checked in and out using the feeling scale and discussed why they were 
feeling a particular way at that time. 
Data Collection 
 As a part of the regular process, all children and their parents completed 
assessment instruments used to monitor progress and evaluate the overall effectiveness of 
the program. Parents of participating children signed optional permission forms for the 
student investigator to use the assessment data for the study. The permission form 
explained the purposes and benefits and/or risks of using the assessment data 
Program employees provided the consent forms to the parents and substituted 
codes for the parent’s names before providing the data in spreadsheet form to the student 
investigator at the end of the program. The student investigator used the de-identified 
data for extended program analysis with pre and post data analyzed through analysis of 
covariance and rate of progress evaluated with time series statistical analysis. 
The program consisted of weekly group sessions over the course of the 32-weeks. 
Before beginning of the first session, the parents filled out the “Child’s Current Level of 
Social-Emotional Competence” and filled out the same assessment at the end of the 
program. Each week between group sessions the parents filled out a parent scale which 
consisted of a seven-point Likert scale (1=no improvement and 7=great improvement) to 
identify what, if any improvement they saw in their children from week to week as they 
participated in the group. 
 The researcher or a facilitator of CMB administered the BarOn Emotional 
Quotient Youth Version (S) (Bar-On & Parker, 2000), a standard measure of emotional 
intelligence as a pretest to each participant at the beginning of their first session. Those 
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administering the EQ-SF gave the pretest individually to younger children to help with 
reading and guide them through each item. Older children took the EQ-SF in small 
groups as they read and completed the questions on their own with the facilitator’s 
assistance if needed. The student investigator also used the EQ-SF as the posttest at the 
end of the program during the last two sessions.  
The groups began with a feelings check-in, in which each participant identified 
their feelings on a scale of 1-5 (1=sad and 5= really happy). The groups also ended with a 
feelings checkout just like the check-in. The student investigator kept the participant’s 
feelings scales and used the data for the study to determine if there had been a 
stabilization of feelings over the course of the sessions. 
The program began with the Peer Connections Module. Facilitators taught the 
children to form and maintain positive relationships and develop strategies within their 
peer groups. The participants learned rules of socially appropriate behavior as well as 
their importance in developing and maintaining relationships. Children also learned how 
to develop positive peer connections through active listening, eye contact, non-verbal 
communication, and give and take.  
Identifying Feelings was the second module in CMB. In this module, the children 
learned about feelings and identifying their own feelings. Children learned about the 
importance of respecting others’ feelings, what causes feelings, and how an individual’s 
body reacts to feelings. 
During the third module, Empathy, the children learned what empathy is and the 
importance of expressing it to others. The children participated in activities that promoted 
tolerance, and helped them understand bullying and how to deal with bullies. 
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Additionally, the children learned the importance of having empathy for others that are 
different from them. 
 In the fourth module, Boundaries, the children learned about physical, emotional, 
and personal boundaries and how to define personal space and what boundaries are 
appropriate for various situations. Facilitators taught the children the term manipulation, 
its methods, and negative consequences in the fifth module. Facilitators challenged the 
children to identify those forms of manipulation they use in their own life. The children 
learned the consequences of taking advantage of others through manipulation and to have 
empathy for the feelings of those they are manipulating. Additionally, the children 
learned how to deal with the manipulation of others. 
 During the Mood Management module, the children learned the importance of 
managing moods. Participants learned to understand their physical reaction to intense 
feelings and appropriately dealing with those reactions. The children learned how 
decrease the intensity of negative feelings and reduce or change angry moods. 
 Self-Regulation was the seventh module. Facilitators taught the children to 
recognize their own thoughts, feelings and behavior according to given situations. 
Children learned to differentiate between their thoughts and feelings and how to modulate 
them to avoid negative consequences. In addition, the children learned how to decrease 
impulsivity and look at difficult situations in a more positive way. 
 Motivation was the final module in CMB. The children learned to be aware of 
their own positive qualities and be comfortable asserting themselves appropriately in 
various situations. They learned to step out of uncomfortable situations and take on new 
challenges, become self-motivated, and make better choices. 
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 Single-case studies (Jones, 2003), can be used with individuals, groups, family 
units and couples. Many studies in psychology use groups but the group data often masks 
individual differences, however single-case designs identify group data and individual 
data. In addition, schools and private practices can easily implement single-case designs. 
 The purpose for the repeated measures is to provide enough of a valid assessment 
on the impact of the treatment. Time series procedures require a minimum of eight data 
points for a statistical analysis. Repeated measures identify the status of the participants’ 
condition before and after the treatment is introduced and at the end of the treatment.  
The researcher and group facilitators administered the EQ-SF during the first 
group meeting and again during one of the last two sessions. There were no anticipated 
risks in filling EQ-SF. The student researcher answered any questions and concerns the 
children or parents had about the measure and allowed the participants to discuss their 
feelings about the measure. The student researcher was also available by phone to answer 
any questions or concerns. 
Data Analysis 
The data analyses for this study included both group and individual comparisons. 
Pre and post ratings on the general program evaluation form and the standardized 
measure of emotional intelligence were compared using typical dependent t-test 
procedures. Individual ratings on the Parent Rating Scale and the Children’s Feeling 
Scale were tracked and graphed for visual analysis. A statistical time series analysis 
(Jones, 2003) was applied, when a sufficient number of data points were available for the 
individual, to determine if the change was statistically significant. The student researcher 
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gathered the feeling scale data in each session and the weekly parent scale data between 
sessions. 
Special Considerations 
 In this particular program, several concerns and limitations arose. An 
inconsistency of the children’s attendance was common, caused by factors such as 
parents’ schedules, custody schedules, children’s busy schedules, vacations, lack of 
funds, and forgetfulness. In addition, children could attend all or part of the eight-month 
session. Although beneficial for parents and children, the sporadic attendance created a 
disadvantage for the researcher when trying to track progress over the course of the entire 
program. Several of the children entered and left the program at various times during the 
eight months. Two of the children began early in the session, stayed for 2-3 months, left 
and came back during the last three or four sessions. Two other children entered the 
program in the beginning and left after three or four months. One child only came for the 
last four months of the program. It is also not uncommon for CMB participants to 
participate in the entire program more than once. CMB has many participants that repeat 
from one year to the next. This study did not use the data for those participants that only 
participated a limited amount of time in CMB.    
Other concerns in gathering data included the irregularity of parents in filling out 
the PPRS. Occasionally parents would not receive the weekly scales because another 
adult dropped off or picked up their child. Additionally, it was difficult to get some of the 
parent Post-PEF from the parents for various reasons such as they didn’t have the time 
when dropping off or picking up the child to fill out the evaluation and would take it with 
them or they were not present when the evaluations were handed out. Therefore time 
 63 
spent calling or e-mailing parents was necessary to find a way to get the parent post 
evaluation completed. 
 Two of the participants began the program at with the first module, but quit half 
way through. One participant began half way through and finished the program. Five of 
the participants attended over 20 sessions with the last seven attending between 12 and 
20. Because of the inconsistencies in attendance, the student researcher used the data 
from all participants that had parent permission to use their child’s data in the study and 
who attended at least 12 sessions. 
Summary 
 The four instruments used in this study were designed to measure various aspects 
of the CMB program. The parents rated their children’s weekly behavior change using 
the PPRS to see if there was an increase in positive behavior change with CMB. The 
children rated their feelings at the beginning of each CMB session and at the end of each 
session using the CFS to determine if their feelings stabilized over the course of the 
program. The self-report pre and post-EQ-SF was included to identify any change in the 
level of the participants’ emotional intelligence after the CMB program. The parents 
identified the overall effectiveness of the CMB as it related to their child, using the pre 
and post-PEF.  
 The eight-month duration of CMB allowed for thorough instruction and practice 
of the social skills included in the program. The length of time also added to some of the 
problems with data collection. Despite the concerns and limitations present in research in 
real life settings the data can nonetheless be valuable. The variables that created concerns 
were an important part of who the children were and how they responded to group 
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situations. By taking all the factors of a real life setting into consideration, results of this 
study reflected the realities of such setting compared to those results in a controlled 
environment.  
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CHAPTER 4 
 
RESULTS AND ANALYSIS 
 
 Consistent with the overarching purpose of this study, this chapter presents the 
results of the research hypotheses and additional suggestions about the viability of these 
instruments for program evaluation in a real-life context. The chapter begins by restating 
the hypotheses, followed by detail about the participant demographics, and then the 
results associated with each hypothesis. 
Hypotheses 
Hypothesis 1 
There will be no statistically significant differences in the pre and post parent 
rating scores on the “Child’s Current Level of Social and Emotional 
Competence.” 
Hypothesis 2 
There will be no statistically significant difference in pre and posttest scores on a 
measure of emotional intelligence during the period when children are 
participating in the Camp Makebelieve social skills training program.  
Hypothesis 3 
There will be no statistically significant reduction in problem behaviors as 
reported weekly by parents while their children are participating in the Camp 
Makebelieve social skills training program.  
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Hypothesis 4 
Only random variation will be evident in the children's feeling scale scores 
reported at the beginning and close of each Camp Makebelieve social skills 
training session. 
Demographic Characteristics and Program Summary 
The sample consisted of 11 participants in two social skills groups in a treatment 
program called Camp Makebelieve (CMB) at the office of a Marriage and Family 
Therapist in Las Vegas, Nevada. Participants included four females and seven males 
ranging in age from 6 to 13 years of age, with an average age of 10. The socioeconomic 
status of the parents of the clients appeared to be in the middle to upper class. Parents 
used insurance or paid directly for their children to participate in the program. The data 
used in this study were compiled by the staff of CMB and the researcher during the 
period of September 2009 through June 2010. 
 Participants were private clients recruited to CMB by current clients, the CMB 
website, word of mouth, and advertising. Parents of the children who participate in CMB 
attended an initial private psychosocial intake session in which they received a program 
overview and reviewed the child’s history and previous test results. The intake session 
helped determine if the needs of the child were appropriate for participation in a CMB 
group. All groups were taught by the program director, facilitators, and trained interns. A 
junior counselor participated as a helper and mentor for the group. Additionally, the 
researcher facilitated several groups. 
The CMB program consisted of eight social skill modules, each lasting for a 
period of four weeks. The modules included Peer Connections, Identifying Feelings, 
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Boundaries, Empathy, Manipulation, Mood Management, Self Regulation, and 
Motivation. Participants did not typically participate in the program for the entire eight 
modules, nor did they typically attend every session. The highest rate of participation was 
29 of the 32 possible sessions; the lowest rate was 12 sessions; the average participant 
attended 18 sessions. 
Over the course of the eight months of this study, a total of 20 children attended 
CMB. However, the sample size in this study included only 11 participants because of 
inconsistent attendance, program dropouts, or parents who chose not to allow their child’s 
data to be used in the study. 
It is the nature of the program for children to enter and end the program during 
different modules, and one of the objectives of this study was to explore the use of 
various tools for program evaluation in a real-life setting. Participants in this study did 
not complete all of the same modules. The results also reflect inconsistency in parent 
compliance with requests to provide weekly rating sheets. 
The data obtained in this study were viewed through the lens of group 
performance for hypotheses one and two and through the lens of individual performance 
for hypotheses three and four. Hypotheses one and two focus on pre and post program 
group data on the general rating scale used in CMB and group data on a measure of 
emotional intelligence, respectively. Hypotheses three was tested using rating scales that 
parents were asked to complete each week. Hypothesis four was tested with client 
participant responses to a pre-post session feeling scale completed at each session. 
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Hypothesis 1 
There will be no statistically significant difference between the pre and post 
parent rating scores on the “Child’s Current Level of Social and Emotional 
Competence”. 
At the beginning and at the end of the program, parents completed a 93-item 
Likert measure, entitled Child’s Current Level of Social and Emotional Competence. This 
scale was created by the founder of CMB to measure parent perception of the impact of 
program participation on the eight social skills areas in Camp Makebelieve. The 
questionnaire has been used for several years as standard procedure in the program, 
serving both as a tool for evaluating individual components of the program and as a 
general client satisfaction scale. This questionnaire was previously used as the basis for a 
CMB program evaluation with 64 clients between 2006 and 2009 (Jones, Nash, & 
Nathan, 2009). The report of that evaluation showed a change in the positive direction 
from pre to post ratings on each of the eight skill areas, with seven of the eight content 
areas showing statistically significant change (W.P. Jones, personal communication, May 
23, 2011).  
In this study, the questionnaire was identified as the Program Evaluation Form 
(PEF). The data from the PEF with this participant sample provide a context to assess 
whether the 11 clients from whom more extensive data were obtained are typical of the 
population served by the program. 
Table 1 displays the results of the analysis of the PEF. According to the results for 
the total items in each module, all modules showed an increase in competence with a 
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significant increase in all areas. The overall level of ratings appears consistent with the 
results of the earlier study. 
Table 1 
Pre and Post Program Evaluation Form Ratings by Parents 
n = 11 
 Pretest Posttest   
 Mean (SD) Mean (SD) t P 
Boundaries 
(8 items) 
3.04 (.780) 3.97 (.989) 3.19 .0096** 
Empathy 
(7 items) 
3.26 (.654) 3.75 (.693) 2.22 .0503 
Identifying Feelings 
(6 items) 
3.45 (.733) 4.05 (.467) 2.30 .0439* 
Manipulation 
(25 items) 
2.95 (.626) 4.04 (.752) 4.31 .0015** 
Mood Management 
(10 items) 
2.51 (.766) 3.42 (.428) 3.83 .0033** 
Motivation 
(15 items) 
3.34 (.447) 4.07 (.337) 4.34 .0015** 
Self Regulation 
(12 items) 
2.68 (.703) 3.68 (.703) 4.41 .001** 
Social Skills 
(10 items) 
3.43 (.730) 4.11 (.501) 2.41 .037* 
 
*   p < .05 
** p < .01 
Statistically significant change in the desired direction was evident in the pre and 
post-testratings by parents on seven of the eight skill modules. For the Empathy skill 
area, the post test ratings were also higher. The difference was near, but did not reach, the 
level of statistical significance. Additional analysis of this skill area at the individual item 
was conducted and is displayed in Table 2. The information in Table 2 did not, however, 
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provide an explanation for the smaller gain in this skill area. All individual item changes 
were in the positive direction, but none of the differences were statistically significant.  
Table 2 
Pre and Post Program Evaluation Form Ratings by Parents on Individual Items in the 
Empathy Skill Area 
n = 11 
 Pretest Posttest   
 Mean (SD) Mean (SD) t p 
Empathy #1 
 
3.27 (1.009) 3.82 (.874) 1.60 .1399 
Empathy #2 3.00 (.894) 3.73 (.647) 2.19 .0537 
Empathy #3 2.91 (.944) 3.55 (.820) 1.75 .1107 
Empathy #4 3.36 (.924) 3.91 (.831) 2.21 .0519 
Empathy #5 3.36 (.809) 3.73 (1.01) 1.08 .3069 
Empathy #6 3.64 (.809) 4.00 (.775) 1.49 .1669 
Empathy #7 3.20 (.789) 3.40 (.843) .688 .5086 
 
The overall pattern of these results indicates that null hypothesis one should be 
rejected. There was statistically significant change in the desired direction on pre and post 
test ratings by the parents for seven of the eight skill areas in the program.  
Hypothesis 2 
There will be no statistically significant difference in pre and posttest scores on a 
measure of emotional intelligence during the period when children are 
participating in the Camp Makebelieve social skills training program. 
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The BarOn Emotional Quotient Inventory Youth Version, Short Form (EQi:YV 
(S), (Bar-On & Parker, 2000), is a measure of emotional intelligence in children and 
adolescents. For the purposes of this research, the acronym for this instrument is EQ-SF.  
The EQ-SF, appropriate for use with youth aged 7-18, is based on the Bar-On 
model of emotional and social intelligence. The short form for children and adolescents 
was adapted from the adult version of the Bar-On Emotional Quotient Inventory (Bar-On, 
R, 1997), the most widely used emotional intelligence measure for adults.  
 The researcher administered the EQ-SF as a pre assessment when the children 
began their first group and as a post assessment during one of the last two sessions. The 
EQ-SF consists of 30 individual items and provides a total emotional quotient scale 
comprised of four subscales: Intrapersonal, Interpersonal, Stress Management, and 
Adaptability. A validity indicator, the Positive Impression Scale, provides information 
about the tendency toward exaggerated positive responding. 
 Pretest and post-test scores were analyzed using the paired-sample t test. On the 
Total Emotional Quotient Scale, the differences between pretest (M = 99.3) and post-test 
(M = 94.2) scores were not statistically significant, t = 1.093, p = .298. There were also 
no statistically significant differences between the pretest and post-test scores of the four 
subscales; Intrapersonal pretest (M = 98.7), post-test (M = 95.8), t = .428, p = .677, 
Interpersonal pretest (M = 96.2)  post-test (M= 98.9), t = -.537, p = .602, Stress 
Management pretest (M = 94.6) post-test (M = 88.1), t = 1.689, p = .119, Adaptability 
pretest (M = 103.1) post-test (M = 98.1), t = 1.634, p = .131. The mean scores on the 
Positive Impression scale were within normal range. 
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 There are six interpretations suggested for the standard scores for each scale on 
the EQ-SF. The ranges are 70 (markedly low), 70-79 (very low), 80- 89 (low). 90-109 
(average), 110-119 (high), 120-129 (very high), and 130+ (markedly high). 
 Composite EQ-SF pretest and posttest mean scores for the Intrapersonal, 
Interpersonal, Adaptability, and total score all fell within the average range, 90-109. The 
pretest Stress Management scale also fell in the average range, and the posttest Stress 
Management Scale mean was just under average range. The difference, however, was not 
statistically significant. These data did not indicate a statistically significant positive 
change in scores on the EQ-SF during the period of participation in the CMB social skills 
training program. Hypothesis two is not rejected.  
Hypothesis 3 
There will be no statistically significant reduction in problem behaviors as 
reported weekly by parents while their children are participating in the Camp 
Makebelieve social skills training program.  
One of two rapid assessment inventories created by the researcher to use in the 
single-case component of this study was the Presenting Problem Rating Scale (PPRS), 
displayed in Appendix D.  The parents were asked to complete the PPRS each week in 
reference to the presenting problems that led to enrolling the child in the program, rating 
the child’s behavior improvement from 1 (no improvement) to 7 (great improvement). 
Analysis of the parent rating of ongoing improvement by the child was conducted 
using single-case visual analysis and a time series analysis using the C-statistic (Jones, 
2003; Tryon, 1982; Young, 1941). Weekly ratings by parents for the 11 clients are 
displayed in the form of individual graphs in Appendix A. 
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Clearly evident in perusal of the data in Appendix A is the difficulty in 
applications of this methodology in a real-life setting where compliance can only be 
requested – but not required. There was wide variation in the number of data points in the 
graphs, influenced not only by differences in attendance, but also by inconsistent 
completion of the reports by the parents. 
The statistical time series analyses were calculated for each case in which the 
parent provided at least eight data points, the minimum required for use of this statistical 
procedure. The time series C-statistic supplements the visual analysis, providing 
information about whether the variations in the series of ratings were likely to have 
occurred by chance alone.  
Statistical analysis of the t ratings by parents was possible for six of the eleven 
clients. Of that group, the analysis indicated that only Client 4 had nonrandom variation 
in the series of ratings. The C-statistic only indicates whether the variation is random. 
Visual analysis is then used to identify the direction of the nonrandom change. A perusal 
of the series for Client 4 indicates a pattern of increase in the ratings from 2 up to 5 
throughout the sessions.  
The visual analysis for Client 1 (4 ratings) indicates a large increase from the first 
rating to the last three ratings. Client 6 had two moderately high initial ratings with a 
large drop and then finishing with medium to low ratings. Client 9 had only two ratings, 
in the middle of the program, both high ratings. Client 10 showed 6 ratings fluctuating 
from high to medium with up the last rating slightly higher than the first. The series for 
Client 11 indicated a moderate beginning with a large increase followed by large dip and 
ending high.  
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Neither visual nor statistical analysis of the weekly reports provided sufficient 
evidence to support rejecting the null hypotheses regarding weekly ratings of change 
reported by the parents of the participants from onset of the training. The graphs for the 
PPRS do not indicate over all increases. However, the graphs also did not show overall 
decreases. The graphs show that for 8 of the 11 participants, both scales indicated no 
change or some increase in the desired direction. 
Hypothesis 4 
Only random variation will be evident in the children's feeling scale scores 
reported at the beginning and close of each Camp Makebelieve social skills 
training session. 
The second rapid assessment inventory created by the researcher for use in this 
study was the Child Feeling Scale (CFS), displayed in Appendix E. The CFS is a five-
point Likert scale, ranging from 1(sad) to 5(really happy). The client participants used the 
CFS to “check in” and “check out” of the group each week, rating how they were feeling 
at the beginning and end of the group session. In the session the “check in” and “check 
out” also provided an opportunity for the client participants to discuss how they were 
feeling and why. 
Results on the CFS are presented in Appendix B as time series graphs. For each 
client participant there are three graphs, one indicating the pre-session ratings, one 
indicating the post-session ratings, and one indicating the difference between the pre and 
post at each session. 
Both visual and statistical analyses were used with these results. Of the eleven 
client participants, Clients 3, 6, 9,  and 11 had results reporting nonrandom variation in 
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their series of CFS ratings for either the pre-session, post-session, or the difference 
between the two. The following descriptions are for the series of ratings that reported 
nonrandom variations.  
Clients 3, 9, and 11 all had nonrandom variations reported for the pre-session 
ratings. The visual analysis for Client 3 indicates a majority of moderate to very high 
marks from the beginning, fluctuating downward in the middle, rebounding back to high 
marks, and ending with two very low marks. The series of marks for Client 9 indicates 
moderate ratings in the beginning with one low dip, fluctuating moderate to high in the 
middle, and ending with a pattern of consecutive moderate ratings. Client 11 showed an 
initial pattern of high marks with a final significant dip in the last two marks. 
Client 6 had nonrandom variations reported for the post-session ratings. The 
visual analysis for Client 6 indicated a series of equally high ratings for all the sessions 
with the exception of the last session, which dipped slightly. Nonrandom variations were 
reported for the difference between session series for Clients 9 and 11. The visual 
analysis for Client 9 indicates a majority of equal marks throughout for the pre and post 
ratings, with a slight increase in session 6, three decreases are seen in the middle sessions 
with two slight increases at the end of the program. The graph for the pre and post 
difference for Client 11 indicates four dips in the ten sessions, five equal ratings and one 
slight increase.  
Perusing the pre-session and post-session visual analyses of all the participants, it is 
evident that post-session ratings dip more frequently to lows than the pre-sessions. 
However, the post-session ratings rebound with higher ratings. In addition, the 
differences between the pre and post session ratings indicate equal or higher marks for 
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the CFS post-sessions compared to the pre-sessions.Overall, the combination of visual 
and statistical analysis suggests that the null hypothesis of no change in pre and post 
session feeling scale ratings can be rejected. 
Summary 
Summarizing the results of this study will be in two forms, beginning with a view 
of each of the 11 participant clients on each of the measures used in this study. This will 
be followed by an overall summary. 
The ratings on the four instruments used in this evaluation study are provided in 
Appendix C, organized according to data for each participant client. For each participant 
client in turn, her or his results on the weekly Presenting Problem Rating Scale (PPRS), 
the Child Feelings Scale (CEF), the emotional quotient (EQ-SF) and the Program 
Evaluation Form (PEF) are displayed. 
 The PPRS was a seven-point Likert scale used by the parents to evaluate any 
change in their child’s presenting problem behavior from week to week. The chart for the 
PPRS identifies the continuous weekly monitoring. 
 The CFS was a five-point Likert scale used by the participants each session to 
identify their pre-session feelings and post-session feelings. The chart for the CFS 
identifies the continuous weekly monitoring.  
The EQ-SF was given to the participants at the beginning and end of the program. 
The EQ-SF identifies a Total Emotional Quotient score (Total EQ) comprised of four 
subscales and a validity indicator. The chart for the EQ-SF identifies the pre and post 
Total EQ.  
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The PEF was a 93 item, 5 point Likert-style scale given to the parents to evaluate 
their children at the beginning and end of the program. The parents rated their children 
according to behaviors focused on in the eight modules. The chart for the PEF identifies 
the mean pre and post score for each of the 8 modules. The modules are identified in the 
chart as 1=Peer Connections, 2=Identifies Feelings, 3=Boundaries, 4=Empathy, 5-
Manipulation, 6=Mood Management, 7=Self Regulation, and 8=Motivation. 
Perusing the PPRS scores for Client 1, four scores were received with the 
majority very high. The scores for the difference between the pre and post CFS scores 
indicate overall minor fluctuations up and down as well as many ratings with no change. 
The Total EQ score showed a minor change in the positive directions, both ratings in the 
average range. The pre and post scores for the PEF indicate that the majority of the scores 
increased in the positive direction, with the Boundaries, Manipulation, Mood 
Management, and Self Regulation modules all showing a large increase. 
The majority of the PPRS scores for Client 2 were in the average to high range, 
beginning average and ending high. The pre and post CFS ratings were all equal with the 
exception of a minor increase in week 21. The Total EQ post score showed a large 
decrease from the pre score moving from the high range to the average range. The post 
PEF scores all increased over the pre scores with a large jump in the areas of Peer 
Conncetions, Identifying Feelings, Boundaries, and Empathy. The parent noted that 
through CMB their child has learned to express their feelings appropriately and is much 
calmer. 
Perusing the PPRS scores for Client 3, little stability is evident, although all but 4 
sessions were rated. The scores for the first half of the sessions fluctuate between 1 and 7. 
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The scores for the second half also show fluctuations between 1 and 7 but tend to move 
upward close to the end and a major drop in the last session. The scores for the difference 
between the pre and post CFS scores indicate three sessions with a decrease in positive 
feelings both at the beginning and end of the program. The scores in the middle of the 
program indicate no change or minor positive changes in feelings. The largest increases 
between pre and post scores occur in the sessions 26 and 32. EQ-SF scale scores for 
Client 3 indicate no change in Total EQ, with an average score. Differences between the 
pre and post means for each module of the PEF indicate positive increases in all areas. 
Modules with the highest mean increases include Boundaries Manipulation, and Self 
Regulation. This participant appeared to be able to use the skills taught when it involved 
another child they liked, however when they didn’t like them they were not motivated to 
make the changes needed, have empathy for them, or manage their moods. 
PPRS ratings for Client 4 indicated a low beginning with a steady pattern of 
increases to the end. The pre and post CFS showed two large increases in the positive 
direction with no change from pre to post in the majority of scores. The Total EQ for 
Client 4 showed a large drop from pre to post from the average to very low range. The 
pre to post changes in the PEF were mostly positive with the exception of a drop in the 
Identifying Feelings area. The parent this participant noted a great deal of growth in their 
child with CMB. 
The PPRS ratings for Client 5 were all in the medium range with minor 
fluctuations. Minor differences were noted both up and down in the CFS pre and post 
ratings with all but one score in the average to high range. The Total EQ for this client 
dropped from pre to post from the average to low range. The pre to post PEF ratings 
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improved slightly with the exception of one minor decrease in the Identifying Feelings 
area. 
Perusing the PPRS scores for Client 6, a large negative fluctuation is evident from 
the beginning to the middle sessions with a moderate increase toward the end. Client 6’s 
pre and post CFS scores showed no difference in all but two of the sessions with two 
large increases from pre to post. The ratings overall in the post CFS were all very high. A 
slight drop was evident from the pre to post Total EQ scores going from an average to 
low range. All of the pre to post ratings for the PEF indicated an increase in all modules, 
with the Manipulation module showing the highest increase. The parent noted that they 
feel that CMB was a positive learning environment for their child. 
The PPRS scores for Client 7 indicated overall moderate scores with minor 
fluctuations. The pre and post CFS scores showed little or no variation from pre to post 
with all the scores remaining in the medium range. The Total EQ scores showed a small 
drop from pre to post with both scores in the average range. The pre to post PEF scores 
fluctuated between decreases and increases with only minor differences in most areas. 
PPRS ratings for Client 8 indicated a wide variety of fluctuation from beginning 
to end with mostly moderate scores throughout. The pre and post CFS scores showed half 
of the scores with decreases and the other half with no change or minor increases. The 
Total EQ increased from pre to post with both scores in the average range. All the pre to 
post scores for the PEF indicated increases. Empathy and Manipulation showed the 
highest increases. The parent noted that the group setting helped their child open up more 
and share what they are feeling. 
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Perusing the PPRS ratings for Client 9 a large fluctuation is evident with overall 
moderate scores. Client 9’s pre to post CFS scores indicate little change positive or 
negative with the majority of the ratings showing no difference. The Total EQ for Client 
9 indicates a large decrease from pre to post going from very high to average. The pre to 
post CEF indicate a small decrease in the Peer Connections and Manipulation modules 
with the highest increase in the Identifying Feelings area. The parent noted that their 
child is more aware of their feelings as well as making better choices because they are 
thinking about the consequences of their choices. 
The PPRS for Client 10 indicates overall medium to high scores. The pre to post 
CFS scores shows a pattern of high ratings that were equal in the two categories except 
one slight increase. The Total EQ for Client 10 indicates a large drop from pre to post 
from the very high to the average category. The pre to post PEF indicates a slight drop in 
the Peer Connections, Identifying Feelings, Boundaries, and Empathy categories with 
little to no increases in the other categories. The parent noted that they saw an 
improvement in their child’s mood management with less outbursts as well as an increase 
in self-awareness. 
PPRS ratings for Client 11 indicate a fluctuation of scores from medium to low to 
medium high. The pre to post CFS ratings indicate a downward pattern with a slight 
upswing in the middle, moving downward in the end. The Total EQ score indicates a 
drop from pre to post with both scores in the average range. The pre to post PEF indicates 
good increases in all areas with the highest increases in the Identifying Feelings and Self 
Regulation areas.  
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Overall, in reference to the effectiveness of the Camp Makebelieve program, the 
PEF results suggest that parents found the program successful in delivering positive 
results in behavior change for their children. The PEF scores indicated statistically 
significant increases in all modules but one. “Empathy” was the one module that did not 
show a statically significant increase, but was only slightly short (.0003) of the .05 mark 
for statistically significance. The lack of overall statistically significant results in the 
other three measures does not indicate a lack of success in the program. 
Results on the EQ-SF did not provide evidence that participation in the program 
has a positive effect on a standardized measure of emotional intelligence. The mixed 
results on the two scales created by the researcher may reflect wide variations in 
attendance (PPRS) and inconsistent compliance by parents in completing the forms 
(CFS).  Both factors could limit the utility of the focused measures for use in program 
evaluation in real-life settings. 
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CHAPTER 5 
 
DISCUSSION 
 
 
The purpose of this study was to investigate the impact of a particular treatment 
protocol for social skills training and to explore issues related to conducting research in 
real-life settings, particularly the challenges in use of various rating scales for evaluation 
of program effectiveness. The treatment protocol was used in the Camp Makebelieve 
program (CMB), a social skills training program in Las Vegas, Nevada. The measures 
included the Program Evaluation Form (PEF), the Bar-On Emotional Quotient Inventory 
Youth Version, Short Form (EQ-SF), the Presenting Problem Rating Scale (PPRS), and 
the Children’s Feeling Scale (CFS). The discussion in this chapter will focus on the four 
research hypotheses, the results of the analyses, and effectiveness of the measures in 
evaluating an ongoing social skills program. 
The PEF is a 93 item 5-point Likert-style parent evaluation form used by parents 
at the beginning and end of the program to rate the participants on the eight modules of 
the program: Social Skills, Identifying Feelings, Boundaries, Empathy, Manipulation, 
Motivation, Mood Management, and Self Regulation. The EQ-SF, Youth Version is a 32-
item emotional quotient inventory with Intrapersonal, Interpersonal, Stress Management, 
Adaptability, and Positive Impression Scales. The pre and post-program emotional 
intelligence ratings of the participants were measured using the EQ-SF. The PPRS was a 
administered weekly - 7-point Likert-style parent rating scale used by parents – to 
identify any improvement they saw in their children’s presenting problems during the 
preceding week.  The CFS was a pre and post session assessment scale  - 5-point Likert-
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style feeling scale – used by the children to rate their feelings at the beginning and end of 
each session.  
Findings 
 Hypothesis 1. There will be no statistically significant differences in the pre and 
post parent rating scores on the “Child’s Current Level of Social and Emotional 
Competence.” 
 Consistent with prior study results, the paired-sample t-test indicated statistically 
significant changes from pre to post ratings for seven of the eight subscales. The 
Empathy subscale area did not show a statistically significant change in the desired 
direction from pre to post ratings by parents, although the difference was positive and 
near the level of statistical significance. 
These results are essentially consistent with an earlier study of CMB  (Jones, 
Nash, & Nathan, 2009) that looked at only the PEF results. The results of that study 
indicated a statistically significant change in the desired direction from pre to posttest 
also in seven of the eight modules.  
 Hypothesis 2:  There will be no statistically significant difference in pre and 
posttest scores on a measure of emotional intelligence during the period when children 
are participating in the CMB social skills training program.  
 The results of the pretest and post-test scores were analyzed using the paired-
sample t-test. The composite Emotional Quotient pretest and posttest mean scores for the 
Intrapersonal, Interpersonal, Adaptability, and Total EQ all remained in normal range, 
and the difference between pretest and posttest was not statistically significant. The 
pretest Stress Management scale also fell in the average range, and the posttest Stress 
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Management Scale mean was just under average range. The difference, however, was 
also not statistically significant.  
Additional research will be needed to clarify the lack of statistically significant 
pre and posttest differences in the total and subscale scores on the EQ-SF in this study.  
The CMB program may not have contributed to an increase in the factors measured by 
the EQ-SF.  It is possible that the EQ-SF summary scores masked differences in 
responses on the items most closely related to the CMB program. Although not likely 
because of the age of the participants, it is also possible that the EQ-SF measure, as 
suggested by Schuler (2004), assesses personality traits.  Statistically significant change 
with 11 participants over at most an 8-month time period is unlikely.     
Hypothesis 3: There will be no statistically significant reduction in problem 
behaviors as reported weekly by parents while their children are participating in the CMB 
social skills training program.  
 The results of a visual analysis of the PPRS indicated that of the 11 participants, 
five showed an increase in the desired direction from the first to the last rating. Three 
participants showed no change and three participants’ ratings showed an overall decline 
between the first and last sessions rated. The results of the visual analysis and time series 
analysis using the C-statistic (Jones, 2003; Tryon, 1982; Young, 1941) identified only 
one of the participants with nonrandom variations indicating a statistically significant 
increase in the positive direction. The C-statistic supplements the visual analysis by 
indicating whether the variations in the time series of ratings occurred by chance alone. A 
time series analysis was only possible for the clients who had a minimum of 8 PPRS data 
points. Differences varied in the number of ratings the parents provided over the CMB 
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sessions and the session each parent began rating their child. Only 6 of the 11 participants 
had enough PPRS data points to perform the C-statistic. 
 Although the PEF and the PPRS are both parent reports, there are factors that 
could explain the marked difference in parent ratings of satisfaction on the two 
instruments.  One, which will be addressed in more detail in a later section, is that the 
extent of compliance by the parents with request to provide the weekly ratings was 
disappointing while all completed the pre and post ratings on the PEF. Another 
possibility to explain the differences is that the two instruments were measuring different 
things. The PEF assessed the total results of all the modules. The PPRS is a measure 
assessing the improvement or lack of improvement in the child’s behavior only on the 
identified presenting problem.  
Hypothesis 4:  Only random variation will be evident in the children's feeling 
scale scores reported at the beginning and close of each Camp Makebelieve social skills 
training session. 
The results of the C-statistics for the CFS ratings indicated Clients 3, 6, 9, and 11 
had results that reported nonrandom variation in their series of CFS ratings for either the 
pre-session or post-session. Clients 9 and 11 showed a statistically significant difference 
between the pre and post ratings. Once again, incomplete data including the wide 
differences, as well as the wide differences in the number of sessions attended by 
participants, may have affected the results. Perusing the pre-session and post-session 
visual analyses, it is evident that the post-session ratings showed more lows than the pre-
sessions, but rebounded to higher ratings more often. The visual analysis of the pre and 
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post-sessions and the difference between the two, also indicates overall equal or higher 
marks for the CFS post-sessions compared to the pre-sessions. 
 A puzzling finding in the CFS ratings was the instances where the postsessions 
ratings were lower than the pre-sessions ratings. As a clinician delivering services during 
the CMB program, these results were not consistent with observations during the 
sessions. One reason for the lower ratings may have been that there was insufficient time 
at the end of the sessions for the participants to fill out the post-session feeling scale. 
Parents would be waiting to pick up their children and children would be eager to leave. 
The facilitators would quickly ask the children to fill out their feelings scale without the 
children having an opportunity to take the time to think about their feelings at the end of 
the sessions. 
The Impact of the Camp Makebelieve Treatment Protocol for Social Skills Training 
Four measures were used to evaluate the Camp Makebelieve protocol. The PEF 
consistently showed statistically significant changes in the desired direction. Seven of the 
eight skill modules of the PEF showed statistically significant positive increases. The 
Empathy skill area was the only area that did not show statistical significance between 
the pre and post-test ratings, although the post test ratings were higher than the pre-test 
ratings, the difference did not reach statistical significance. The PEF evaluated the eight 
modules and was available for all participants. Parents completed the PEF ratings in all 
module areas, including those in which the child did not participate, a procedure justified 
because of possibility that skills taught in one area might generalize to another. The 
correlation (Pearson’s Product Moment) between number of sessions attended and post-
test ratings on the PEF was .492, a level typically identified as low moderate. Although 
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the relationship was not strong, this suggests that higher ratings were associated with the 
attending more sessions. 
Data did not indicate a statistically significant change in the predicted direction 
for the EQ-SF, PPRS, or the CFS during the period of participation in the CMB social 
skills training program. Although all participants completed the EQ-SF, it is possible the 
small number of participants affected the results. The measure also may not have been 
sensitive enough to detect a change over the amount of time in the program. It is also 
possible that the CMB program did not contribute to an increase in the factors measured 
by the EQ-S. The composite EQ-SF pretest and posttest mean scores for the 
Intrapersonal, Interpersonal, Adaptability, and Total EQ all remained within the average 
range, with the pos-test Stress Management scale dipping to just under the average range.     
Neither visual nor statistical analysis of the weekly reports by the parents 
provided sufficient evidence to support rejecting the null hypotheses regarding weekly 
ratings of change in the presenting problem. Nonrandom variation was evident for one 
participant in the series of ratings in the PPRS. The C-statistic difference between the pre 
and post CFS ratings of two of the eleven participants indicated statistical significance. 
The inconsistency in parent compliance with this rating makes it difficult to interpret this 
finding in the context of an overall assessment of the CMB protocol. 
The visual or statistical analysis of the weekly pre and post CFS ratings do not 
provide the evidence to support rejecting the null hypothesis. Only two of the eleven 
participants showed a statistically significant difference between the pre and post ratings. 
The sample size and the lack of time allowed for the participants to process the post-
session feelings may have affected the results. 
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Issues in Conducting Research in Real-life Settings 
 An equally important finding is the challenge of doing research in a  
real-life setting. Various issues are present in research in real-life settings that are not 
found in a highly controlled clinical research setting. Large sample sizes are not as easily 
attainable as in a controlled setting and numbers frequently vary according to the context 
of the situation. 
The size of the sample in a study that is conducted in a real-life setting does not 
necessarily have an influence on whether change actually occurs when assessed using 
statistical means. The size of the sample does, however, influence whether differences in 
scores can be identified as statistically significant. Statistical significance depends on 
both the size of the difference in the scores and the size of the sample (Jones & Kottler, 
2006). The amount of actual change, for example, from the beginning of a program to the 
end of the program remains the same whether a small or larger number of participants are 
involved. But, whether that change would be identified as statistically significant and 
generalize to other groups depends on the size of the group. Large sample sizes are 
sometimes difficult to achieve in real-life studies. 
It is possible that the small sample size of 11 participants affected the results in 
two of the measures, the Parent Evaluation Form and the measure of emotional 
intelligence. Group attendance was sometimes irregular, caused by factors such as 
parents’ schedules, custody schedules, children’s busy schedules, vacations and lack of 
funds to continue the program. In addition, children were allowed to attend all or part of 
the eight-month session. The sporadic attendance created a disadvantage for the 
researcher when trying to track progress over the course of the entire program. Several of 
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the children entered and left the program at various times during the eight months. Other 
CMB children participated in the entire program more than once. This study did not use 
the data for those children that only participated in less than three modules of the CMB 
program. 
Additionally there was an irregularity with parents completing the PPRS. 
Occasionally parents would not receive the weekly scales because another adult dropped 
off or picked up their child. At the beginning of the program, each parent filled out the 
pre-PEF form. However, it was also difficult to get some of the post-PEF forms from the 
parents for various reasons. Therefore time spent calling or e-mailing parents was 
necessary to find a way to get the parent post evaluation completed. 
Of the study participants, two attended the program for the eight modules. Three 
of the participants attended seven of the modules and three attended six modules. One 
participant attended the first three modules, one attended the first four modules and one 
attended the last four modules (attendance displayed in Table 3). Because of the 
variations in attendance, the student researcher used the data from all participants that had 
parent permission to use their child’s data in the study and who attended at least 12 
sessions. The holes in data collection may have been a reason that the data results were 
not statistically significant. The PPRS and CFS data had missing information for several 
participants for reasons such as no dates, or data not received. Some of the instruments 
used in this study may not have been sufficient to evaluate the program. According to 
Schuler (2003) the EQ-SF is highly correlated with many constructs measured by self-
report of personality, confounding the validity of the instrument in measuring EI.  
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Table 3 
               Number of Participants Attending Modules 1-8 
Modules 1 2 3 4 5 6 7 8 
Client         
1   X X X  X X X 
2  X X X X X X X 
3 X X X X X X X X 
4  X X X X X X X 
5 X X   X X X X 
6 X X X X   X X 
7 X X  X X X X X 
8 X X X      
9 X X X X X X X X 
10     X X X X 
11 X X X X     
 
Personality traits do not change rapidly, especially over an 8-month period. 
Another possibility that can be investigated in future studies is that the EQ-SF is 
measuring constructs independent of personality traits but is not sensitive enough to 
identify change over an eight month period. The age and reading ability of the children 
also created uncontrolled variance in the measurement of the EQ-SF. Those children who 
could read were allowed to read and respond to the instrument on their own. Children 
who could not read had the inventory read to them by a facilitator. Two to three different 
facilitators administered the EQ-SF, so the difference in administration may have had an 
impact on the scores. It is also possible that the EQ-SF was not sensitive enough to 
measure EI given the variation in the amounts of time the participants were in the 
program effected.  
Unusable data with no dates or names and missing data were major factors that 
affected the results of the CFS and PPRS. Often PPRS and CFS forms were submitted in 
with no date and were therefore, eliminated from the study. In addition, not all parents 
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turned in a PPRS form for each week their child participated in CMB. The wide 
discrepancy of PPRS forms turned in for each child may have affected the results.  
According to Fischer and Corcoran (2007), Rapid Assessment Instruments (RAIs) 
are susceptible to responses that may be distorted. The PEF is a subjective form with 
results that could have been biased by the parent filling out the form. For example, the 
parent’s rating of the child for a particular day could be affected by their attitude toward 
the child on the day the child’s behavior was evaluated. 
Several lessons were learned by the researcher about what to do and what not to 
do while conducting research in a real-life setting. If this study were replicated, it would 
be important to plan the study around the possibility of having a small sample size, 
knowing there would be attrition or participants beginning and ending at different times. 
According to Lipsey (1990), the researcher needs to have an understanding of any factors 
that may influence a measure’s sensitivity so the best use can be made of the measures 
available or appropriate measures developed. Therefore, careful attention needs to be 
given so measurement instruments are chosen that are sensitive enough to detect change 
with a small sample size or in clinical conditions where participant treatment compliance 
is random.  
Additionally, conditions of treatment and data collection need to be controlled 
more efficiently. The program facilitators need to be consistent throughout the program 
to keep strong controls on the treatment condition. One or two people should be solely 
responsible for collecting data in session to keep the amount of unusable data to a 
minimum. Data obtained in session needs to be carefully scrutinized so that all pertinent 
information is obtained and forms are filled out properly. Additionally, the researcher 
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should be the only person collecting the data from the parents to make sure that parents 
fill out the forms.  
Several avenues were used in this study to get the PPRS forms back from the 
parents. The student researcher asked the parents waiting for their children to fill out the 
PPRS form while they waited. Additionally the researcher tried to get the parents to fill 
out the forms as they dropped off or picked up their children. Forms were also e-mailed 
to parents who preferred that mode. The participants were also given a token reward 
when they brought in the PPRS forms from their parents. 
The reward system had a minimal effect for a few weeks. The same participants 
brought in their forms every week with or without a reward. It was often difficult to catch 
the parents dropping off or picking up their children as they would drop off or pick up 
and quickly leave before the researcher could make contact with them. E-mail was 
effective with two parents and other e-mails were never answered. At the time the parents 
enroll their children in the study they should be told the importance of filling out the 
forms on a weekly basis and returning them expeditiously. Additionally, the parents need 
to be informed of the importance of their honest responses and the confidentiality of 
those responses (Fischer & Corcoran, 2007). The researcher also needs to discuss with 
each parent the best way for the researcher to get the form to the parent and the best way 
to get it returned.  
The small sample size, the inconsistencies in data collection, and the sufficiency 
of the measurement instruments used in this study all created challenges in the present 
study in a real-life setting. For researchers doing studies in real-life settings, it is 
recommended to begin with a large enough sample size to ensure that with inevitable 
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attrition and attendance problems, the final sample size is large enough to obtain the 
amount of data necessary for reliable and sufficient results. Additionally, it is important 
that all parents involved understand the importance of their consistent participation in the 
study by returning measurement data in a timely manner. This notification could be done 
as an additional part of the parent permission form with a letter to the parents stating what 
forms will be needed from them throughout the study and the times they will need to be 
returned. Rapid Assessment Instruments used in a study may need to be first piloted in a 
shortened study, to make sure they are sufficient to measure the results of the data 
gathered. 
Conclusions 
The following conclusions appear warranted as a result of the data analysis of the 
results obtained in this study: 1. The Program Evaluation Form identifies statistically significant  
                differences in a positive direction between the pre and post rating  
                subscale scores. 
2.     The design of this research study did not enable use of the BarOn  
     Emotional Quotient Youth Version as a pre and posttest measure for 
                identification of change in emotional intelligence. 
3.            As administered in this study, the CFS was not reflective of emotional  
   content observed during this session in the manner anticipated. 
4.            The small sample size of 11 participants in this study was not  
               large enough to potentially measure or detect a positive or negative   
   change in some measures used in this study. 
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5.     Various issues related to conducting the present research in a real-life    
                setting, created inconsistencies in the data collection affecting the   
                possible statistical significance of the results of the PPRS and the CFS. 
         Limitations 
The sample in this study consisted of one group of 11 participants over a period of 
eight months. There was no control group with which to compare the findings. 
Additionally, the group originated in one private practice setting and was not compared to 
other groups using the same program in other settings. 
 Comparing the private practice group using the CMB program to other programs 
using the CMB protocol in settings such as schools, or mental health clinics, helps 
strengthens the foundation and theory of the program. Replication of the study leads to 
more questions, adds to the conceptual development, and assesses the practical value of 
the tool. It does not matter if the replication is exact, it can still have a negative or 
positive effect (Park, 2004). 
Another limitation was the lack of diversity in the participant sample. All 
participants in this sample were Caucasian children whose parents could afford the 
private practice program.  According to DeRinge (2010), the two top parent-reported 
reasons for not meeting the mental health needs for their children were the cost and 
problems with health plans. There was a significant cost for the program and parents paid 
for the program out of pocket or with insurance. The cost of the program may have 
eliminated participants who did not have the resources or insurance for the program. 
Participants would attend only part of the program. It is possible that cost was a factor in 
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the inconsistency of attendance. Additionally, the time constraints of the program may 
have eliminated participants who had scheduling conflicts or transportation problems.  
CMB participants often return for more than one session. One limitation may 
have been participants who were not new to the CMB program and learned the material 
in previous session. Although, this was the first eight-month session, compared to 
previous eight-week sessions, the skills taught were the same, just more in depth and 
focused. 
Research Recommendations 
 The program studied in the present study lasted eight months. A study of this 
duration presents limitations in attendance and attrition. Future research may be 
beneficial with programs that are three to four months, which may help with the attrition 
and attendance rates. It would also be important to make sure the children are all present 
and evaluated for the same modules.  
Additionally, if parental measures are used, more control needs to be maintained 
for reliable data. The EQ-SF and the CFS were the most controlled measures used in this 
study because they were administered to the participants during session. However, the 
consistency of the return rate from parental measures was difficult to maintain because of 
all the variables included in gathering parental data. Any parents involved in a study may 
need to sign a form of commitment to make sure they are aware of the importance of 
filling out assessments. It would also be helpful to identify the best way for each parent to 
consistently receive and return their assessments in a timely manner.  
The sample size in a study of this nature may need larger participants. If it is not 
possible to get a large number of children participate in one program, the data from two 
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or three identical programs could be combined and assessed. Additionally, if possible, 
measures need to be in place to increase consistency of participant attendance. 
The weekly data collection from children and parents created missing data in the 
data collection in this study. Therefore, it is suggested that ways be found to tighten up 
the data collection. Having no more than two people collecting the data and using the 
same parameters may help to ensure name and dates are on all the data and all the data is 
collected for each session. Additionally, it would be helpful to communicate with each 
parent or caregiver to find the best avenue to get the data forms returned in a timely 
manner. 
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Appendix A 
 
 Appendix A contains the visual analysis of the Presenting Problem Rating Scale 
(PPRS) for Clients 1 through 11.  The PPRS was the 7-point Likert-style rating scale used 
by parents to evaluate their child’s behavior after each Camp Makebelieve session. 
Client 1 PPRS 
 
The number of ratings for this client did not meet the minimum criteria for statistical 
analysis 
Client 2 PPRS 
 
Only random variation was evident in the time series analysis of ratings of progress by 
parents of Client 2 (C = -0.250, z = -0.845, p = 0.800. 
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Client 3 PPRS 
 
Only random variation was evident in the time series analysis of ratings of progress by 
parents of Client 3 (C = -0.282, z = 1.547, p = 0.060). 
 
Client 4 PPRS 
 
Nonrandom variation was evident in the time series analysis of ratings 
of progress by parents of Client 4 (C = 0.894, z = 3.024, p = 0.001). 
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Client 5 PPRS 
 
Only random variation was evident in the time series analysis of ratings of progress by 
parents of Client 5 (C = 0.024, z = 0.085, p = 0.465). 
 
Client 6 PPRS 
 
The number of ratings for this client did not meet the minimum criteria for statistical 
analysis. 
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Client 7 PPRS 
 
Only random variation was evident in the time series analysis of ratings of progress by 
parents of Client 7 (C = -0.222, z = -0.781, p = 0.782). 
 
Client 8 PPRS 
 
Only random variation was evident in the time series analysis of ratings of progress by 
parents of Client 7 (C = 0.070, z = 0.237, p = 0.594) 
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Client 9 PPRS 
 
The number of ratings for this client did not meet the minimum criteria for statistical 
analysis. 
 
Client 10 PPRS 
 
The number of ratings for this client did not meet the minimum criteria for statistical 
analysis. 
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Client 11 PPRS 
 
The number of ratings for this client did not meet the minimum criteria for statistical 
analysis. 
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Appendix B 
 Appendix B is a visual analysis of the pre and postsession Child Feeling Scales 
(CFS). The CFS scales were used by the children to rate their feelings at the beginning 
and the end of the Camp Makebelieve sessions. 
Client 1 Presession 
Only random variation was evident in the time series analysis for ratings 
of presession feelings by Client 1 (M = 4.0, SD =1.73, C = 0.302, z = 1.359, p = 0.912). 
 
Client 1 Postsession 
 
Only random variation was evident in the time series analysis for ratings of postsession 
feelings by Client 1(M = 3.7, SD = 0.73, C = 0.185, z = 0.833, p = 0.202) 
 
Client 1 Difference Between Presession and Postsession 
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Only random variation was evident in the time series analysis for ratings of the difference 
between presession and postsession feelings by Client 1(M = 3.89, SD = 0.88, C = 0.012, 
z = 0.074, p = 0.529). 
 
Client 2 Presession 
 
Only random variation was evident in the time series analysis for ratings 
of presession feelings by Client 2 (M = 5.0, SD =1.41, C = 0.015, z = 0.052, p = 0.478). 
 
Client 2 Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of postsession feelings by Client 2 (M = 4.2, SD 0.67, C = 0.284, z = 0.960, p = 0.168). 
 
Client 2 Difference Between Presession and Postsession 
 
Only random variation was evident in the time series analysis for ratings of the difference 
between presession and postsession feelings by Client 2(M = 4.3, SD = 0.70, C = 0.117,  
z = 0.528, p = 0.298). 
 105 
 
Client 3 Presession 
 
Nonrandom variation was evident in the time series analysis for ratings 
of presession feelings by Client 3 (M = 4.0, SD =1.37, C = 0.140, z = 0.631, p = 0.263). 
 
Client 3 Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of postsession feelings by Client 3 (M = 4.6, SD = 0.85, C = -0.221, z = -0.996,                 
p = 0.840). 
 
Client 3 Difference Between Presession and Postsession 
 
Only random variation was evident in the time series analysis for ratings of the difference 
between presession and postsession feelings by Client 3 (M = 0.61, SD =1.61, C = -0.060, 
z = -0.370, p = 0.644). 
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Client 4 
Presession
 
Only random variation was evident in the time series analysis for ratings 
of presession feelings by Client 4 (M = 3.8, SD =1.48, C = 0.027, z = 0.093, p = 0.462). 
 
Client 4 Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of postsession feelings by Client 4 (M = 4.7, SD = 0.67, C = 0.250, z = 0.845, p = 0.199). 
 
Client 4 Difference Between Presession and Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of the difference between the presession and postsession feelings by Client 4 (M = 0.9, 
SD =1.45, C = 0.150, z = 0.678, p = 0.248). 
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Client 5 Presession 
 
Only random variation was evident in the time series analysis for ratings 
of presession feelings by Client 5 (M =3.9, SD = 0.96, C = 0.149, z = 0.620, p = 0.267). 
 
Client 5 Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of postsession feelings by Client 5 (M = 4.1, SD = 0.70, C = -0.009, z = -0.039,                 
p = 0.515). 
 
Client 5 Difference Between Presession and Postsession  
 
Only random variation was evident in the time series analysis for ratings of the difference 
between the presession and postsession feelings by Client 5 (M = 0.13, SD = 0.92,           
C = 0.074, z = 0.424, p = 0.335). 
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Client 6 Presession 
 
Only random variation was evident in the time series analysis for ratings 
of presession feelings by Client 6 (M = 4.4, SD =1.34, C = 0.268, z = 0.943, p = 0.172). 
 
Client 6 Postsession 
 
Nonrandom variation was evident in the time series analysis for ratings 
of postsession feelings by Client 6 (M = 4.9, SD = 0.32, C = 0.444, z = 1.563, p = 0.059). 
 
Client 6 Difference Between Presession and Postsession 
 
Only random variation was evident in the time series analysis for ratings between 
presession and postsession feelings by Client 6 (M = 0.5, SD =1.08, C = -0.105,                
z = -0.494, p = 0.689). 
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Client 7 Presession 
 
Only random variation was evident in the time series analysis for ratings 
of presession feelings by Client 7 (M = 3.1, SD = 0.51, C = 0.142, z = 0.540, p = 0..294). 
 
Client 7 Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of postsession feelings by Client 7 (M =3.4, SD = 0.67, C = 0.288, z = 1.089, p = 0.138). 
 
Client 7 Difference Between Presession and Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of the difference between presession and postsession feelings by Client 7 (M = 3.3,         
SD = 0.60, C = 0.294, z = 1.503, p = 0.066). 
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Client 8 Presession 
 
Only random variation was evident in the time series analysis for ratings 
of presession feelings by Client 8 (M = 4.1, SD = 0.64, C = -0.391, z = -1.267, p = 0.897). 
 
Client 8 Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of postsession feelings by Client 8 (M =3.3, SD =1.60, C =- 0.454, z = -1.472, p = 0.92). 
 
Client 8 Difference Between Presession and Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of the difference between presession and postsession feelings by Client 8 (M = 0.8,           
SD =1.28, C = -0.326, z = -1.391, p = 0.917). 
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Client 9 Presession 
 
Nonrandom variation was evident in the time series analysis for ratings 
of presession feelings by Client 9 (M = 3.3, SD = 0.77, C = 0.412, z = 2.101, p = 0.017). 
 
Client 9 Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of postsession feelings by Client 9 (M =3.4, SD = 0.57, C = 0.147, z = 0.754, p = 0.225). 
 
Client 9 Difference Between Presession and Postsession 
 
Nonrandom variation was evident in the time series analysis for ratings of the difference 
between the presession and postsession feelings by Client 9 (M = 0.40, SD = 0.46,  
C = 0.317, z = 2.247, p = 0.012). 
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Client 10 
Presesson
 
Only random variation was evident in the time series analysis for ratings 
of presession feelings by Client 10 (M = 4.9, SD = 0.33, C = -0.125, z = -0.422,                
p = 0.663). 
 
Client 10 Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of postsession feelings by Client 10 (M = 5, SD = 00, C = -0.000, z = -0.00 p = 0.500). 
 
Client 10 Difference between presession and postsession 
 
Only random variation was evident in the time series analysis for ratings 
of the difference between the presession and postsession feelings by Client 10 (M =.11, 
SD =0.33, C = -0.058, z = -0.264, p = 0.604). 
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Client 11 Presession 
 
Nonrandom variation was evident in the time series analysis for ratings 
of presession feelings by Client 11 (M = 3., SD =1.56, C = 0.644, z = 2.267 p = 0.011). 
 
Client 11 Postsession 
 
Only random variation was evident in the time series analysis for ratings 
of postsession feelings by Client 11 (M = 3.1, SD =1.29, C = 0.228, z = 0.802 p = 0.211). 
 
Client 11 Difference Between Presession and Postsession 
 
Nonrandom variation was evident in the time series analysis for ratings 
of the difference between the presession and postsession feelings by Client 11 (M = 0.4, 
SD = 0.84, C = 0.371, z = 1.750 p = 0.040). 
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Appendix C 
 Appendix C includes tables for each client of the Presenting Problem Rating Scale 
(PPRS), the Child Feeling Scale (CFS), the Emotional Quotient Inventory Short Form, 
(EQ-SF), and the Program Evaluation Form (PEF). The weekly ratings of the PPRS and 
the CFS are shown according to the 32 weeks of the Camp Makebelieve program. The 
tables for the EQ-SF and the CEF depict the ratings for pre and post scores. 
Client 1 
 
 
Client 1   EQ-SF 
Total EQ   Pre and Post 
 Pre Post 
98 100 
 
 
 
 
 Client 1 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client 1 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1    
2    
3    
4    
5    
6 1   
7  5 5 
8 5 4 3 
9 4 4 2 
10  3 4 
11  3 4 
12  4 4 
13  4 4 
14  4 5 
15 4   
16    
17    
18  3 4 
19    
20  4 4 
21  2 3 
22    
23  4 4 
24  4 5 
25  3 3 
26  4 4 
27  3 3 
28    
29  4 3 
30  4 5 
31  5 5 
32    
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Client 1   PEF 
Modules  Pre and Post 
Modules Pre Post 
1 3.3 3.7 
2 3.8 3.5 
3 2.9 4.5 
4 3.6 3.3 
5 2.5 4.4 
6 2.7 3.4 
7 2.5 4.0 
8 3.2 3.7 
 
 
Client 2 
 Client  2 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  2 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1    
2    
3    
4    
5    
6    
7    
8  5 5 
9  5 5 
10 4   
11 5   
12    
13 5   
14  4 4 
15 3 4 4 
16 6 4 4 
17    
18    
19 3   
20    
21  4 5 
22  3 3 
23 7 5 5 
24  4 4 
25 6   
26 6   
27    
28    
29    
30    
31    
32    
 
 
Client  2  EQ-SF 
Total EQ   Pre and Post 
Pre Post 
111 97 
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Client 2   PEF 
Modules  Pre and Post 
Modules Pre Post 
1 2.2 4.7 
2 2.2 4.7 
3 2.1 4.6 
4 2.9 4.6 
5 2.5 3.7 
6 1.3 4.0 
7 1.4 3.3 
8 2.6 3.3 
 
 
Client 3 
 Client  3 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  3 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1    
2 1   
3 3 4 5 
4 3   
5 5 5 4 
6 3   
7 4 5 5 
8 3 5 5 
9  1   
10 7 5 5 
11 4 5 5 
12 4   
13 7 5 5 
14 4 4 4 
15 4 3 5 
16 4 3 5 
17 1   
18 3 5 5 
19 4   
20 7 3 5 
21 6 5 5 
22 6 5 5 
23 6   
24 6   
25  3 2 
26 5 1 5 
27    
28 7   
29  5 3 
30 4   
31 5   
32 1 1 5 
 
 
Client  3  EQ-SF 
Total EQ   Pre and Post 
Pre Post 
95 95 
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Client 3  PEF 
Modules  Pre and Post 
Modules Pre Post 
1 4.2 4.5 
2 4.3 4.5 
3 4.4 5.0 
4 3.7 4.0 
5 4.2 4.9 
6 3.2 3.3 
7 3.3 3.9 
8 3.8 4.0 
 
 
Client 4 
 Client  4 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  4 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1    
2    
3    
4    
5    
6 2   
7    
8    
9  2   
10  4 5 
11 2 5 5 
12 3   
13    
14    
15    
16 3   
17    
18    
19  1 5 
20 4   
21    
22  3 4 
23 5   
24 5 5 5 
25 5   
26  5 5 
27  5 5 
28  2 5 
29  3 3 
30  5 5 
31    
32    
 
 
Client 4    EQ-SF 
Total EQ   Pre and Post 
Pre Post 
102 77 
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Client 4   PEF 
Modules  Pre and Post 
Modules Pre Post 
1 2.8 4.0 
2 3.8 3.0 
3 1.8 3.5 
4 3.3 4.0 
5 2.3 4.0 
6 1.9 3.3 
7 2.4 4.3 
8 3.6 4.3 
 
 
Client 5 
 Client  5 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  5 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1    
2 4 5 4 
3  5 5 
4  5 5 
5    
6  4 4 
7  3 4 
8  5 5 
9     
10  3 3 
11    
12    
13    
14    
15    
16    
17 4   
18 3   
19    
20 5 2 4 
21    
22 5 4 4 
23 5   
24    
25 4 4 4 
26 5 4 4 
27 4 3 5 
28 4 4 3 
29  3 3 
30    
31  5 4 
32    
 
 
Client  5  EQ-SF 
Total EQ   Pre and Post 
Pre Post 
105 83 
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Client  5   PEF 
Modules  Pre and Post 
Modules Pre Post 
1 3.9 3.9 
2 3.8 3.7 
3 3.1 3.3 
4 3.9 4.7 
5 2.8 3.0 
6 3.1 3.3 
7 3.3 3.4 
8 3.7 3.8 
 
 
Client 6 
 Client  6 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  6 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1    
2 4 5 5 
3 4 3 5 
4    
5  5 5 
6    
7  5 5 
8    
9   5 5 
10    
11 1 5 5 
12    
13  5 5 
14    
15    
16 1   
17    
18    
19    
20    
21    
22    
23    
24    
25    
26 3 5 5 
27 3   
28 2   
29    
30  5 5 
31    
32  1 4 
 
 
Client  6  EQ-SF 
Total EQ   Pre and Post 
Pre Post 
95 89 
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Client  6   PEF 
Modules  Pre and Post 
Modules Pre Post 
1 2.7 4.7 
2 3.0 4.3 
3 2.6 3.9 
4 3.0 4.0 
5 2.4 4.9 
6 2.3 3.4 
7 1.8 3.9 
8 2.5 4.5 
 
 
Client 7 
 Client  7 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  7 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1    
2 5   
3  3 4 
4  3 4 
5    
6  3 3 
7    
8    
9     
10    
11    
12    
13  3 3 
14    
15 4 3 3 
16    
17 4 2 3 
18 5 3 3 
19 3   
20 5   
21  4 3 
22 5 3 3 
23 5 3 4 
24    
25 5   
26 4   
27  3 3 
28    
29    
30    
31    
32  4 5 
 
 
Client  7   EQ-SF 
Total EQ   Pre and Post 
Pre Post 
105 98 
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Client 7   PEF 
Modules  Pre and Post 
Modules Pre Post 
1 4.4 4.0 
2 4.3 4.2 
3 3.8 5.0 
4 3.0 3.6 
5 3.4 5.0 
6 3.5 3.4 
7 3.8 4.5 
8 3.9 3.9 
 
 
Client 8 
 Client  8 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  8 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1  4 5 
2  4 4 
3 5   
4 3   
5 7 4 1 
6 5 5 5 
7    
8 3   
9  1 3 1 
10 5 4 4 
11 4 5 4 
12 4 4 3 
13    
14    
15    
16    
17    
18    
19    
20    
21    
22    
23    
24    
25    
26    
27    
28    
29    
30    
31    
32    
 
 
Client  8   EQ-SF 
Total EQ   Pre and Post 
Pre Post 
98 102 
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Client  8   PEF 
Modules  Pre and Post 
Modules Pre Post 
1 3.5 4.5 
2 2.7 3.7 
3 2.8 3.3 
4 2.1 3.3 
5 1.9 3.0 
6 2.0 2.9 
7 2.3 3.1 
8 3.1 3.9 
 
 
Client 9 
 Client  9 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  9 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1    
2  3 3 
3  3 3 
4    
5    
6  2 3 
7  3 3 
8    
9     
10    
11  5 4 
12  5 4 
13  3 3 
14  3 3 
15 6 4 4 
16  4 3 
17  5 5 
18  4 4 
19 6 3 3 
20  3 3 
21  4 4 
22  3 3 
23  3 3 
24  3 3 
25    
26  3 3 
27  3 3 
28    
29  3 3 
30  3 3 
31  3 4 
32  3 4 
 
 
Client  9   EQ-SF 
Total EQ   Pre and Post 
Pre Post 
125 102 
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Client 9  PEF 
Modules  Pre and Post 
Modules Pre Post 
1 4.4 4.3 
2 3.0 4.3 
3 4.0 4.6 
4 3.6 4.7 
5 2.8 2.4 
6 3.3 3.4 
7 3.3 4.0 
8 4.0 4.5 
 
Client 10 
 Client  10 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  10 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1    
2    
3    
4    
5    
6    
7    
8    
9     
10    
11    
12    
13    
14    
15    
16    
17  5 5 
18    
19  4 5 
20 5 5 5 
21  5 5 
22    
23 6 5 5 
24 4 5 5 
25 5   
26 5   
27    
28    
29  5 5 
30 6 5 5 
31  5 5 
32    
 
 
Client  10  EQ-SF 
Total EQ   Pre and Post 
Pre Post 
124 102 
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Client 10   PEF 
Modules  Pre and Post 
Modules Pre Post 
1 3.2 2.9 
2 3.3 3.0 
3 2.5 1.5 
4 2.3 2.1 
5 2.9 3.0 
6 1.8 2.5 
7 2.0 2.0 
8 2.9 2.9 
 
 
Client 11 
 Client  11 
PPRS  
Continuous Monitoring 
1= no improvement 
7=big improvement 
Client  11 
CFS 
Continuous Monitoring 
5=really happy 4=happy 3=just O.K. 
2=not too good 5=sad 
Week Score Pre Post 
1  5 4 
2 3 4 4 
3    
4    
5 4   
6 5 5 3 
7  4 4 
8  4 3 
9  1 5 5 
10 5   
11    
12    
13  4 3 
14 5 1 1 
15  2 3 
16  1 1 
17    
18    
19    
20    
21    
22    
23    
24    
25    
26    
27    
28    
29    
30    
31    
32    
 
 
Client  11  EQ-SF 
Total EQ   Pre and Post 
Pre Post 
103 91 
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Client 11   PEF 
Modules  Pre and Post 
Modules Pre Post 
1 3.1 4.3 
2 2.5 4.2 
3 3.3 4.3 
4 3.1 4.3 
5 3.2 4.5 
6 2.0 3.5 
7 2.8 4.3 
8 3.2 4.4 
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APPENDIX D 
 
Presenting Problem Rating Scale 
 
Parent__________________________________ 
 
Your child________________________________was referred to Camp Makebelieve  
 
because of____________________________________________________________ 
 
In comparison to how things were before Camp Makebelieve began, this week the 
behavior has improved: 
 
 
1                         2                      3                      5                    6                     7 
No                 Big 
Improvement           Improvement 
 
 
 
 
 
Date Completed_______________________________ 
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APPENDIX E 
 
 
CAMP MAKEBELIEVE FEELINGS SCALE 
 
Name____________________________ 
 
Date_______________________ 
 
Check the box that best describes your feelings. 
 
       Check In        Check Out 
 
 
 
 
Really Happy   5 
 
 
Happy     4 
 
 
Just O.K.    3 
 
 
Not too good    2 
 
 
Sad      1 
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